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OBSTETRICAL SOCIETY OF PHILADELPHIA. 

January 7, 1892. 



President, Dr. W. H. H. Githens, in the Chair. 



Dr J. M. Baldy : 

INTESTINAL INJURIES IN ABDOMINAL SUR- 
GERY. 

Of the many unpleasant complications 
with which the abdominal surgeon is con- 
fronted in the course of his work, probably 
none is more appalling than injiiries to the 
intestines, especially if one has not had such 
injuries to deal with previously, and has not a 
perfectly clear idea of the various dangers 
and chances of such accidents. I say acci- 
dents, but it must be borne in mind that at 
times, in order to complete an enucleation or 
to accomplish a given end, it becomes neces- 
sary to deliberately and knowingly cause 
such traumatisms to a greater or less extent. 
These injuries are sometimes produced with- 
out the surgeon's being aware of their exist- 
ence; some are only slight, others more 
serious, and in a certain proportion (unpub- 
lished, of course) absolutely appalling. It is 
quite common, in freeing a Fallopian tube or 
an ovary from a knuckle of intestine, to tear 
away the peritoneal coat of the bowel. In 
fact, it is almost impossible to avoid it, and, 
excluding a slight amount of free oozing, no 
harm will have been done, provided the re- 
maining coats are healthy. It may, or it may 
not, be advisable to place a few stitches, and 
thus draw the edges of the serous membrane 
together. Possibly it would be well to do so 
in every case, with the dovble object of con- 
trolling perfectly any troublesome bleeding 
which may be taking place, and of reducing 
to a minimum any chance of adhesions oc- 
curring at the point of denudation. If the 
tear has extended into or through the mus- 
cular coats, which is not infrequently the 
case, especially where the adhesions have 
been well-organized ones, or where they are 
of such a rotten character that they almost 
drop apart as they are handled, it becomes 
imperative that sutures be placed so as to 
bring the lacerated edges together, provided 



only that the injured surface be not too great 
in extent, or that the surrounding tissue be 
not too much diseased to stand the tension of 
the stitches. If either of these two condi- 
tions exists, and by placing sutures in properly 
healthy tissue the calibre of the gut is les- 
sened to a dangerous extent, it becomes ad- 
visable think of some other expedient. Two 
alternatives exist : either to resect the injured 
bowel or to place it in a proper position and 
trust to a complete perforation not taking 
place, but having first taken the necessary 
precautions to protect the patient against the 
results of perforation if it should occur. This 
last proposition may seem almost reckless to 
some, but if good judgment be used it may 
be followed with considerable assurance of a 
successful issue. In the first place, the 
chances are largely in favor of non-complete 
perforation if the mucous membrane be 
comparatively healthy. Even if the point 
should have sloughed away, provided it held 
out for a couple of days, the chances are 
many that adhesions will have occurred at 
the point of traumatism, and, by the time the 
diseased membrane has given away, the f secal 
matter will probably find a healthy wall of 
some neighboring knuckle of intestine ad- 
hered over the opening, and effectually block- 
ing it up. Or, if this chance fail, still, if a 
day or so has elapsed, sufficient adhesions 
will have occurred to confine the extravasated 
faecal matter to a limited space, and if the 
surgeon has placed, as he should have done, 
a drainage tube at the dangerous point, it 
will more readily find its way up the tube 
than in any other direction. In fact, the tube 
will be the only tirection in which it can 
escape without a great deal more effort than 
I have ever seen made. These injuries, for- 
tunately, occur most frequently in the loops 
of gut which hang down into or around the 
brim of the pelvis. At this point the let- 
alone practice is most safe, as the pelvic 
walls at once form a barrier to any great ex- 
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travasation of foreign matter, in all directions 
but the upward one. Even if adhesions do 
not occur at once above (they are absolutely 
sure to in a short while), the drainage tube 
controls the situation perfectly for the time 
being, and gives nature a chance to form her 
barriers, which chance she might have lost in 
consequence of the sudden great outpouring, 
had not the tube come to her rescue. In 
such cases the tube must be cleaned fre- 
quently. In other words, no chance is to be 
allowed for the accumulation of any great 
amount of bowel contents. My practice is, 
under any circumstances to have my tubes 
cleaned at first, every half-hour. With faecal 
extravasation the cleaning is done every ten 
or fifteen minutes, or as often as there is in- 
dication of anything in the tube, until there 
is considered no more danger from the 
fistula. If the injury has occurred in such a 
position that the injured part would have to 
remain in the abdominal cavity itself, then I 
should consider such a procedure extremely 
hazardous, and would prefer to take the risks 
of the prolongation of the operation incident 
to a resection. Although the let-alone treat- 
ment might be hazardous, it would by no 
means be hopeless, even if perforation did 
eventually occur. Of course, much would 
depend upon how soon the extravasation took 
place. 

If the resection were determined upon, the 
quickest method of restoring the calibre of 
the intestine would be the best. For this 
purpose the complete closure of both cut 
ends of the gut and a lateral anastomosis 
with rings should be preferred. After a 
further experience of my own, and after 
watching others who have used them, I am 
convinced that the solid rubber rings, made 
by Dr. Ashton and myself for our experi- 
ments on dogs, are the best for the purpose. 

The injury to the intestines may be simply 
a small tear, one which can be closed by a 
few sutures, and the patient be none the 
worse for the experience. The laceration 
may be even of considerable extent, but if it 
only be at such a point tlmt it may be brought 
up to the incision, there will be little trouble 
in making good the damage with perfect 
safety to the patient. Of course, if there has 
been leakage of intestinal contents into the 
peritoneal cavity, it goes without saying that 
careful irrigation should be practised. Pro- 
vided perfect closure has been secured and 



no other indications arise, drainage is un- 
necessary. It sometimes happens that these 
injuries occur deep down in the pelvis, at 
points where it is impossible to successfully 
deal with them by sutures, or they may have 
occurred without the knowledge of the sur- 
geon, for instance in pus cases, where all the 
tissues are rotten. In such a case, a pus 
tube, especially on the left side, may be enu- 
cleated and delivered with perfect ease and 
without the slightest suspicion oi any trouble 
of the kind, and yet the bowel may be so dis- 
eased at the point or points of adhesion that it 
may slough away within twenty-four or forty- 
eight hours. In all such cases as these, one 
must perforce trust to the drainage tube, and 
in most cases with almost absolute certainty. 
I have seen a sufficient number of injuries to 
the hollow viscera during the past few years, 
to have lost most of my old-time horror of 
them. I have injured the bowel many times, 
purposely or otherwise, and have yet to lose 
my first patient from this cause. The main 
point is to recognize the injury at the time of 
its production and then to judiciously provide 
for its repair or for its results. Where the 
injury is produced and the fact overlooked, 
disastrous results may follow. I know of 
three or four cases in this city, for instance, 
where a knuckle of intestine was delivered 
into the wound, surrounded by a ligature and 
cut away, by mistake, of course. The result 
in three of these cases was fatal. The speci- 
men told the story in several of them, and an 
attempt was made to repair the damage, but 
unsuccessfully. I can find plenty of charity 
in my soul for the gentlemen who met with 
these accidents, as my experience in pelvic 
surgery has taught me that I am just as like 
as not to be the next victim. If I am, my 
consolation will be that the surgeons to whom 
I have referred are all among the most prom- 
inent operators of this city. Should I be so 
unfortunate as to meet with this accident, the 
method of procedure would be a very simple 
one. Had I plenty of room, I would make a 
lateral anastomosis, especially if the injury 
were above the pelvic brim. If the injury 
were in such a position that this procedure 
could not be carried out, the cut ends should 
be closed as well as possible, taking time into 
consideration as a serious element ; in such a 
case a drainage tube would take care of any 
leakage which would occur. 
One other class of injury may occur — I 
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^- have been so unfortunate as to meet with it 

>ej- myself— which can be successfully treated in 

tix pr a certain proportion of cases. During a dif • 

> ST.-: ficult and obsciu-e enucleation, the bowel may 

ir r be torn through a part or its whole circum- 

t d r f erence. Of course, if it is possible to close 

t:e!. the torn ends with sutures, or a lateral anasto- 

C2fc: mosis can be made, one or other of these 

:i7 ' ' methods should be adopted. If, however, as 

:t;2r will most likely be the case, one end is deep 

12: r in the pelvis or buried in adhesions, and it is 

, vj impossible to join and close the two ends, or 

r only possible to do so by the expenditure of 

;•.;- much valuable time, it may be advisable or 

.^ . even necessary to adopt a third method of 

^v procedure. Confronted with this alternative, 

^ it becomes necessary to bring the' two ends 

, .^ of the intestine as accurately together as pos- 

,... sible, and to keep them in that position as 

^ immovable as may be. If such position can 

be maintained for twenty-four hours, or even 
J. . less, without extravasation or even with it, 

nature will have come to our aid with plastic 
lymph and adhesions, and the chances of sav- 
ing the case will not be so desperate as might 
be imagined. The ends being well adjusted, 
pack them about with sti£E drainage tubes ; if 
^ necessary; three or four. These will go a 

great way toward retaining immobility, and 
opium for the first few days will do the rest. 
The presence of the tubes, acting as a for- 
eign body, will hasten the appearance of 
lymph and adhesions, and they will amply 
provide for any extravasation which may take 
I place. Just what proportion of cases will be 

' successful under this treatment is mere spec- 

ulation. I can only say that I have succeeded 
with it in the only case with which I have 
been unfortunate to meet. 

It will be unnecessary to give the details of 
all the cases which have come within my 
knowledge, but a few illustrative ones of the 
more serious character, from my own prac- 
tice, may not be uninstructive. 

A young married g^l, suffering from pelvic 
disease due to specific infection, was sub- 
mitted to laparotomy. Double suppurating 
tubes and ovaries were removed without the 
slightest difficulty, and no thought of injury 
to the contiguous viscera. Two days after 
the operation, the contents of the drainage 
tube became suspicious in appearance and 
smell, and in a short while faecal matter was 
flowing freely from the tube. The intestinal 
slough came away through the tube in sev- 



eral pieces. The patient made a perfect and 
easy recovery, and was sent home within four 
weeks. In this case (as all similar cases 
should be treated) the tube was left in place 
seven or eight days, just sufficiently long to 
make sure that the adhesions were firm 
enough to hold their own. It was then grad- 
ually withdrawn, taking about two or three 
days to get rid of it altogether. All this time 
the tube was kept scrupulously clean, and 
washed out at each dressing with boracic acid 
solution. The patient was kept on concen- 
trated diet. As soon as the tube was with- 
drawn to a certain point, the intestines quickly 
closed in to fill up the tube-track and adhered 
around and over the opening in the bowel. 
When the tube showed no faecal discharge it 
was dispensed with altogether. 

A young married woman who had suffered 
from pelvic disease for four years submitted 
herself to laparotomy. Previous to the oper- 
ation I had found a small spicula of bone 
protruding into the rectum, apparently from 
a small pelvic mass. A suppurating cyst was 
enucleated on the left, and a badly diseased 
tube and ovary on the right side. The opera- 
tion was a very difficult and tedious one, and a 
suspicion of bowel injury arose during the 
operation, but was rejected on careful investi- 
gation. The day following a nutritive enema 
was given, which all came up through the 
drainage tube. This case was treated in a 
similar manner to the first one and made just 
as good a recovery, excepting that she had a 
much more prolonged convalescence. 

A married woman who had suffered for 
years from pelvic disease, and had been in 
bed with seven or eight attacks of peritonitis, 
finally submitted herself to abdominal sec- 
tion. Double chronic adherent salpingitis 
and ovaritis were found. So adherent and 
displaced were all the pelvic contents that I 
could not distinguish one from the other. In 
the course of my enucleation I tore the sig- 
moid flexure away at about the point it merges 
into the rectum. At first, when I had deliv- 
ered it, I thought it was only a laceration, and 
proceeded to close the rent. This I succeeded 
in doing very securely. When it came to the 
irrigation, large quantities of intestinal mucus 
washed up, and the irrigating nozzle sank 
very deep into the pelvis. Careful investiga- 
tion disclosed the fact that the irrigating noz- 
zle passed into the lower end of the torn bowel, 
and that the upper end had been closed. The 
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bowel was torn completely throtigh to its mes- 
enteric attachment. The stitches were re- 
moved, and the ends of the bowel carefully 
placed together — it was impossible to insert 
even a single stitch. The other intestines 
and the omentum were so placed as to take up 
as much room as possible, with the object of 
giving the torn ends the smallest possible 
chance for displacement. Drainage tubes, 
judiciously placed, further aided this object 
and provided for the care of leakage. No 
faecal matter or flatus came through the tube 
at any time. The patient was from the first 
kept under the influence of opium. The ob- 
ject of this was to prevent any movement 
which could displace the loose ends of the 
bowel, and to prevent peristaltic action and 
the consequent passage of intestinal con- 
tents into the field of injury. Flatus was 
passed on the third day from the anus, and a 
natural bowel movement was secured on the 
fourth or fifth day. The convalescence was 
uninterrupted. The drainage tube was re- 
moved two days after a bowel passage was 
secured. The opium was stopped as soon as 
flatus passed. I have at present, at St. Agnes' 
Hospital, a patient on whom I performed a 
laparotomy some seven or eight weeks ago. 
The adhesions began at the abdominal incis- 
ion. For a considerable time I was in great 
doubt whether or not I would be able to clear 
^ the pelvis. The gentlemen who saw that 
operation will remember what a terrible one 
it was. The left ureter was brought into the 
incision with the mass, and it was necessary 
to dissect it out. Everything was removed 
with one pedicle. As I finished the opera- 
tion and handed the specimen over, I re- 
marked that I was unable to say whether 
part of the uterus was in the mass or not, nor 
were any of the visitors able to tell me by 
examining the specimen. A fsecal fistula de- 
veloped in a few days, and later on she was 
passing faeces by the abdominal incision, the 
vagina and the anus. The vaginal opening 
has closed, the abdominal not quite. Fseces 
passed freely from the anus. Large enemata 
do not appear at the artificial opening, so the 
injury must be in the small intestine. In a 
few days I shall close the abdominal wound 
tightly and look with considerable confidence 
for success. If not, I shall later on open the 
abdomen, free the adhesions, and make lat- 
eral anastomosis. 



In many cases, I have brought the edges of 
the denuded peritonaeum together with per- 
fect success as to haemorrhage and adhe- 
sions. In several, where the muscular as well 
as the serous coat has been torn away, the 
same procedure has been followed by suc- 
cess. In several cases where nothing but the 
mucous coat was left, the bowel has been re- 
turned and a drainage tube trusted to on ac- 
count of the cheesy and broken-down condi- 
tion of the tissues about the denuded spot. 
1 did not wish to resect ; stitches would not 
hold, or would have caused too much en- 
croachment on the calibre of the intestine ; the 
mucous membrane was apparently healthy. 
In none of these cases was there any bad 
result. Finally, I have never had a case die 
from injury to the intestines during an oper- 
ation. 

Dr. Barton Cooke Hirst : 

HYSTERECTOMY FOR FIBRO-CYST OF THE 
UTERUS. 

I show here a large fibro-cyst of the uterus. 
I was sent to the patient by Dr. William 
Goodell, who was unable to go, and who kindly 
turned over the case to me. The patient had 
been in bed eight weeks when I first saw her, 
with rigors and fever every day. She had 
gone to bed on account of an attack of peri- 
tonitis some three months before, from which 
she had so far recovered as to be about on 
her feet for a little while, but was soon forced 
to take to her bed again. She was in a very 
bad septic condition generally, and had, be- 
sides, large bed-sores on the buttocks that 
exposed the bones. As a desperate chance, 
an abdominal section was done and the tumor 
removed. The contained fluid filled an ordi- 
nary slop-jar, and there were universal ad- 
hesions. The patient died seven hours after 
the operation. Had the operation been done 
early enough, the woman could have been 
saved. The tumor, although of enormous 
size, had only been discovered by the attend- 
ing physician a few weeks before. 

SEPSIS AND HEMORRHAGE AFTER ABORTION, 
FROM PARTIAL RETENTION OF HYDATIDI- 
FORM MOLE. 

This woman entered the Philadelphia Hos- 
pital with the history that she had aborted a 
month before, and ever since had been very 
ill. She presented a very bad appearance, 
and had at the time of admission a high tern- 
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perature and a rapid pulse. On vaginal 
examination, a mass of exudate was dis- 
covered on the right side of the pelvis, and in 
Douglas* pouch a bogg^ mass could be felt. 
The uterus was firmly fixed, the cervix firm, 
and the os tightly closed. As the woman was 
in a serious condition, an^l it was impossible 
to determine the true state of affairs in the 
pelvis, an exploratory abdominal incision waf 
made. The exudate on the right side was 
found to be entirely in the broad ligament. 
The tubes and ovaries were healthy. The 
uterus was doubled on itself in such a manner 
that the upper and lower halves of the pos- 
terior wall were glued together. The ad- 
hesions were separated, the uterus straight- 
ened out, and the abdomen flushed. The 
woman made a good recovery, the temperatiu'e 
sank to normal, and the exudate rapidly dis- 
appeared. A month later there was a profuse 
haemorrhage from the womb. On examina- 
tion, the cervix was found soft and the os 
patulous. The womb was curetted, and a 
small fragment of a hydatidiform mole ex- 
tracted, which had been adherent to the uter- 
ine wall. The recovery has since been un- 
interrupted. 

AN OVARIAN CYST, APPARENTLY OF TRAU- 
MATIC ORIGIN. 

The patient gave the following history: 
She had been struck with the fist upon the 
right ovarian region two years before. After 
the blow she fainted and was confined to her 
bed for two weeks. Ever since she has been 
tormented by frequently recurring attacks of 
pain on the right side, low down, that have in- 
capacitated her for all work. On examina- 
tion, an adherent tumor was discovered upon 
the right side. The abdomen was opened, 
and the tumor found to be an ovarian cyst as 
large as an orange, bound down by bands of 
organized lymph in all directions, like guy- 
ropes. The tumor was removed. It looks 
as if the cyst had its origin in a local peri- 
tonitis excited by the blow received two years 
before. 

SPECIMENS FROM A FATAL CASE OF CRIMI- 
NAL ABORTION. 

The specimens here shown— the uteriis and 
annexa — ^were taken from the g^l whose case 
was rather widely commented on lately in 
the newspapers. She was a prostitute, and 
had consulted a physician in the northern 
part of the city to have abortion induced. 



The physician inserted a bougie, and in- 
structed the girl to await developments. She 
became impatient, however, and endeavored 
to hasten matters with a knitting-needle. 

She perforated the vaginal vault, the cer- 
vix and the uterine wall in two places. She 
then became ill, but was not brought to the 
hospital for a week. On examination, a large 
decomposing mass was discovered in the 
uterus and was removed. The whole canal 
was carefully disinfected and kept clean 
The girl's condition was fairly good, and so 
remained for a while, but soon symptoms of 
general sepsis and peritonitis appeared. As 
it was evident that death was imminent, the 
abdomen was opened to see what could be 
done. A quantity of horribly fetid pus was 
evacuated, but the whole pelvic connective 
tissue was infected, and patches of the pelvic 
peritonaeum had a black gangrenous look. 
The girl died twenty-four hours after the 
operation. 

SPECIMEN SHOWING NORMAL STUMP ON THE 
BROAD LIGAMENT AFTER OVARIOTOMY. 

The patient from whom this specimen was 
taken— the uterus and annexa— died a few 
days after an operation for the removal of an 
ovarian cyst. The cause of death was double 
croupous pneumonia, induced by an attack 
of "la grippe." The post-mortem was made 
by a pathologist who reported to me that the 
peritonea] cavity was perfectly healthy. 
There was no serum, blood or exudate. It 
is not often that one has an opportunity to 
see a specimen like this and to learn from it 
the normal process of healing in a stump on 
the broad ligament. 

TRUE HiCMATOSALPINX INDEPENDENT OF 
TUBAL PREGNANCY. 

This much-dilated tube, filled with a soft 
blood-clot, was removed from a woman who 
had a large and rapidly-growing fibro-myoma 
of the womb, for which oophorectomy was 
done. There can be no question of tubal 
pregnancy here. The mere macroscopic ap- 
pearance forbids the idea. It is the second 
case I have seen of hematosalpinx not de- 
pendent upon tubal gestation. 

Dr. J. Price: 

ONE THOUSAND CONFINEMENTS. 

I will briefly preface a report of one thou- 
sand cases of confinement, by reference to 
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these refinements of detail which should 
characterize obstetrical work. When I took 
charge of the Preston Retreat I determined 
to apply and strictly carry out all those re- 
finements of detail and technique which assure 
the most complete and satisfactory results. 
First, perfect environs, clean approaches, 
everything within the four walls of the house 
without the suggestion of dirt, and also to 
scrupulously practise those principles of ab- 
dominal surgery which the experience of the 
most successful men of the profession credits 
with nearly perfect results. 1 have always 
felt that a woman, during and for a period 
after labor, is a wounded woman, and the 
principles good in abdominal surgery apply 
in her case. In maternity work, knowledge 
of the theory, and a thorough practical knowl- 
edge of the subject, is of paramount impor- 
tance. There should be the ability to eariy 
recognize all deviations from the normal. 
The prevention of accident to both mother 
and child is of first importance. Though we 
are disposed to boast of our siugical and 
medical resources— and for this boast there 
exists some foundation— yet, as Dr. Robert 
P. Harris with much truth and terseness ex- 
presses it, "We have a large number of half- 
trained obstetricians that are the curse of 
poor parturient women in our large cities.*' 
This statement is strongly reinforced by Dr. 
Parish, who says : "There is not a school in 
our country in which adequate instruction in 
obstetrics is g^ven." 

We summon to the support of some of our 
views, cases cited by Dr. Thomas Oliver, 
Physician to the Royal Infirmary, Newcas- 
tle-on-Tyne. In a very able discussion be- 
fore the British Gynaecological Society he 
gives us the results of his own experience, 
and logical conclusions therefrom. Be gives 
strong emphasis to one of the gospels of all 
good surgery— cleanliness. He says : "Why 
not adopt water, which has been found so 
efficacious by our leading gynaecologists ? *' 
Again : " As regards the general treatment of 
puerperal septicsemia I shall say nothing, for 
I am strongly convinced that if anything will 
save a patient, the victim of this malady, it is 
local treatment early begun and energetically 
carried out.*' He goes on with the most 
heroic forms of local applications and solu- 
tions, to cure a malady that surely could have 
been prevented. Again he says: '*During 
the last eighteen months I have seen in con- 



sultation, twenty-five cases of puerperal sep- 
ticaemia in Newcastle and the immediate 
district This is a large number, but, for 
some reason or other, this district has lately 
been scourged by septicaemia as it afiEects 
l)ring-in women. Of these twenty-five cases 
seventeen died." 

I shall append a table of the series of one 
thousand deliveries at the Preston Retreat 
without a death from any cause. A large 
number of complicated labors have been 
dealt with successfully, both to mother and 
child. Many feeble and impoverished sub- 
jects have been treated. 

DISCUSSION. 

Dr. Barton Cooke Hirst: 

Dr. Price is to be congratulated on his 
great success, but I think that by all rules of 
hospital statistics the single death should go 
on the record. The patient died in the hos- 
pital as a parturient case. It is these pos- 
sible accidents that make a much lower 
mortality an absolute impossibility. Even 
including this case, the mortality of one-tenth 
of one per cent, is a splendid showing. In 
Paris, if I remember rightly, Tarnier really 
did have a run of one thousand cases without 
a death from any cause, but this is excep- 
tional and cannot be kept up. Cases enter 
any hospital in a state which precludes their 
recovery. This cannot be avoided. The rec- 
ord of Dr. Price is excellent, and does credit 
to the obstetrical practice of this country. 

Dr. J. Price: 

In regard to statistics that are interesting 
in this connection, I have a collect of mater- 
nity statistics, which I shall append to the 
paper that I shall read before the County 
Medical Society. In the Halifax Union 
Hospital the mortality is i in 333. The 
mortality through Ireland, Wales and Scot- 
land has been three plus for many years. 
This has been reduced in special maternities. 
Croom has reduced the mortality in the 
Edinburgh Maternity. In the new Sloan 
Maternity, which is an extravagant institu- 
tion, the mortality is low. I wish here to 
emphasize the importance of extravagance if 
we expect good results. Nothing short of it 
will give good results in maternity or ab- 
dominal work. The Sloan Maternity had 
six deaths in the first i ,000 cases one avoid- 
able. Some of the cases were like the one 
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to which I have referred, and might have 
died as well on their way to the hospital as 
in it. Tamier, in his report, includes two 
deaths from mercury. This statement was 
made before the International Congress, 
1881, and he laments that we have nothing 
safe. The reference to Tamier's work is, 
therefore, an error. 

Dr. G. Betton Massey : 

Dr. Price has spoken of the natural odor of 
the lochia, and it occurs to me to ask what 
sort of an odor that is ? How unpleasant is 
it as noticed in the Retreat ? Would not the 
continuous use of vaginal irrigation after 
childbirth remove it, using such an agent as 
carbolic acid ? 

It seems to me that in this connection we 
should consider the statement of Dr. Hiram 
Corson, who reported recently some 3,000 
cases of labor, in which no antiseptic pre- 
cautions were used, and yet there was no 
perpetual fever. He states that in these 
cases the lochial discharge was usually ex- 
tremely offensive. The question arises 
whether or not an offensive lochial discharge 
might not permit the development of a bac- 
terium of some sort which would oppose the 
special bacterium of septicaemia. This seems 
like going backward, but it deserves con- 
sideration. Unless such use for this bad 
odor can be found, I think physicians in 
private practice will continue to use the post- 
partum douche daily, during persistence of the 
lochial discharge. 

Dr. J. Price : 

I did not say that the lochial discharge had 
been at all offensive. It has been perfectly 
sweet, but to attempt to give a definition for 
the odor of the lochial discharge, would be 
like attempting to give one for an acid or an 
alkali. Chemists have not found a satisfac- 
tory definition for either. It is like what we 



find all through the materia medica. There, 
every article is prefaced with the statement 
that its odor is peculiar. I have never tried 
to settle this question. I ask the nurse if 
there is any odor, and she states that it is 
sweet. I am satisfied that in offensive con- 
.ditions the after-douching and cleanliness are 
of the greatest importance. In abdominal 
work, in order to keep the rooms sweet, I 
have the patients douched after three or four 
days. I do not want the bad odor from a 
metrostaxis perceptible in the wards, and it 
makes the patient much more comfortable to 
use the douche once or twice a day, after ab- 
dominal section. 

That holds good in maternity work, al- 
though I have never had occasion to practise 
it. You must remove all dirt and decompos- 
ing discharges and keep everjrthing clean. 

In regard to Dr. Corson's work, I do not 
remember how many cases he lost from other 
causes. In rural districts, with clean men 
and clean women, it is not so important to 
use ante- or post-partum douches. Ag^n, 
we know from experience that, as we ap- 
proach large cities, the maternity mortality 
increases. In the valley of Virginia, if a 
woman is lost in childbed, she is the wife of 
a drover, a dentist or a doctor— men contami- 
nated with city life. I have made a most 
careful inquiry from Washington to Stanton 
in numerous small cities and towns, and 
where I have found a death following labor, 
it has been the wife of a drover, a dentist, a 
doctor or a drummer. There we have a 
specific cause. Again, the sterile women are 
the wives of this class. This is a huge sub- 
ject for discussion, and to enter on it is de- 
viating from maternity work. The value of 
the ante-partum douche is incalculable for 
the saving of infants* eyes. 

Elliston J. Morris, 
Secretary, 
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The President, Dr. W. H. H. Githens, in the Chair. 



Dr. B. F. Baer presented the specimen, 
and reported 

A CASE OF HYSTERECTOMY FOR A LARGE 
FIBRO-CYSTIC TUMOR OF THE UTERUS. 

This specimen is unique in my own experi- 
ence and so rare in the experience of others 
that I thought a report of the case might be 
profitable. The patient was brought to me 
by Dr. A. P. Hull, of Montgomery. 

She was forty-two years of age and single. 
Her abdomen began to enlarge about four 
years before she came under my care, at 
which time it was as large as at the full term 
of pregnancy. She ha^ been treated with 
electricity for two years by another physi- 
cian, and in the meanwhile she had been 
tapped three or four times, and about two 
gallons of fluid removed at each tapping. 
Dr. Hull had made a diagnosis of fibro-cystic 
tumor of the uterus. After hearing the 
above history, and before making an exam- 
ination, I expressed the belief that the tumor 
would prove to be ovarian, but after investi- 
gation I concluded that the doctor was prob- 
ably right. She was greatly emaciated and 
had suffered great pain, so that she was tak- 
ing a large dose of laudanum several times a 
day. 

Examination showed the pelvis to be oc- 
cupied by a large, solid mass like a child^s 
head. The mass extended upward and was 
continuous with the abdominal growth. 
There was decided fluctuation above, in the 
upper left portion of the tumor, but the wall 
of the mass was thick and heavy and felt on 
the right side like the edge of the liver. Her 
pulse was weak, and she was generally in a 
bad condition for operation. But she was 
anxious to be relieved at once, and I de- 
cided in favor of what proved to be one of 
the most, if not the most, difllicult operation 
that I have ever performed. 

The operation was made on October 24, 
1891. 



An incision four inches in length showed 
the tumor to be universally adherent. At 
several points, where the tapping trocar had 
entered, there were strong organized bands 
which required ligation. In addition to the 
adhesions of the tumor to the abdominal wall 
it seemed to be embedded among the intestines 
and beneath the peritonaeum and to be cov- 
ered with and surrounded by large veins. 1 
was puzzled how to proceed. I increased the 
incision and then tapped the tumor, about 
two gallons of fluid resembling pus escaping. 
This reduced the size of the tumor consider- 
ably, although it was still very large. In sep- 
arating some of the large adhesions it was 
necessary to place ligatures. At length I got 
the tumor out of the abdominal cavity. It 
was now learned that the tumor was subper- 
itoneal and that the c«ecum was closely at- 
tached to the upper right side of the tumor. 
It was between the peritoneal' folds of the 
broad ligament and caecum. I began to re- 
lease the bowel by dissecting it off from the 
tumor, but soon found that this was a mis- 
take, for 1 not only encountered some very 
large veins, but I would have been compelled 
to separate the entire colon from the tumor. 
I then, by a sort of inspiration, commenced 
on the opposite side of the tumor, and found, 
to my delight, that it could be very readily 
shelled out from between the peritoneal folds 
as from a capsule. I felt greatly relieved 
that I did not proceed as I had begun. On 
removing the tumor from the pelvis I uncov- 
ered a large mass of veins and left an im- 
mense hole. The haemorrhage until now had 
been only slight, but veins were now opened, 
and the bleeding was considerable. The at- 
tachment of the tumor to the uterus was 
small and ribbon-like. The right ovary was 
spread out upon the surface of the tumor 
and was lost in a network of veins. The 
pedicle of the tumor was now ligated and 
severed. The large mass of veins were 
grasped, and this controlled the haemorrhage 
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in a measure. I then decided to remove the 
uterus which had been greatly injured. Still 
there was bleeding from the veins. I then 
ligated them en masse^ but I soon found that 
this was a mistake for they still bled from 
below, and by the time I had tied the vessels 
on the other side the ligature around the mass 
of tissues and veins which had formed the 
capsule of the tumor broke, and terrific 
haemorrhage occurred. I then transfixed 
and ligated, but here again I made a mistake, 
for the ligature cut through. I then quickly 
packed the pelvis with sponges and folded 
towels, and Dr. Dorland applied all the press- 
ure he could force upon them, while I pro. 
ceeded to place the abdominal sutures. On 
removing the sponges, a great hematocele 
was found to be forming and looked as if it 
were about ready to biu'st. I at once decided 
to close the abdomen and apply pressiu-e. 
The question of drainage was decided by one 
standing by me who said that "the tube 
would interfere with pressure and would 
probably cut through the veins." The in- 
cision was closed, a large pad laid over the 
wound and a large number of towels on top 
of this, and the whole strapped firmly in po- 
sition with adhesive plaster. By this time 
the patient was pulseless and at times gasp- 
ing for breath. It was thought by all present 
that she would certainly die. But she rallied 
under stimulus and made a good recovery. 
Her temperature was never above loo'' until 
the tenth day when, on account of some di- 
gestive trouble, it rose to loi. The patient 
went home on the 21st of November, less than 
four weeks after the operation, and she has 
been well since. There was immediate union 
of the abdominal incision. She was kept in 
the dorsal position for some days on account of 
the hsematocele, and during this time a bed- 
sore occurred, but it had healed before she 
returned home. 

Dr. J. M. Baldy : 

UTERINE CYSTS. 

During the past three months two cases 
have passed through my hands of cysts of 
the uterus. The first one was a cystic sar- 
coma of the uterus, forming a tumor which 
completely filled the abdominal cavity and 
distended it enormously. The tumor was 
one of rapid growth in a large, rosy-cheeked 
and healthy-looking woman. The symptoms 
were for the most part those produced by 



pressure. The breathing and pulse were both 
much affected. An abdominal examination 
revealed a fluctuating tumor, the walls of 
which were thick and the fluctuation very un- 
satisfactory. A vaginal examination showed 
the pelvis to be filled with a large fluctuating 
tumor, and what was taken to be the fundus of 
the uterus was found somewhat posterior. The 
removal of the tumor was undertaken with 
the expectation of a difficult operation, but 
with the idea that the neoplasm was a thick- 
walled malignant ovarian cyst. It was found 
densely adherent in all directions, and the 
omentum was ligated in sections close up to 
the transverse colon. After the cyst had 
been emptied and withdrawn from the ab- 
dominal cavity its pedicle was found to be 
the cervix of the uterus itself. The portion 
\\hich had been mistaken for the fundus of 
the uterus when the vaginal examination was 
made proved to be a solid sarcomatous mass 
in about the position one would look for the 
fundus uteri in relation to an ovarian cyst. 
A clamp was placed on the neck of the uterus, 
and the pedicle was treated by the extra- 
peritoneal method as in an ordinary hysterec- 
tomy for fibromata. No attempt was made to 
remove the cervix and appendages for the 
reason that the operation had already been 
as prolonged and severe as was consistent 
with the safety of the patient. The woman 
was an exceedingly large woman, and the 
complete removal of the cervix would, under 
any circumstances, have been a most formid- 
able one. The broad ligaments were both in- 
volved close up to the pelvic wall, and on one 
side included the soft tissues of the pelvic. 
As there was no chance of saving the woman 
from a return of the disease, it was consid- 
ered best not to invite a death from operation 
by any longer manipulation. 

The specimen from the second case 1 hold 
in my hands. The patient was sent me with 
the diagnosis of an ovarian cyst. Such I 
considered it up to the time of opening the 
abdomen. Abdominal palpation gave all the 
characteristics of an ovarian cyst, unilocular. 
The only counterindication to this from the 
vaginal examination was the fact that the 
fundus of the uterus was not found. This 
fact was attributed to the superficial examina- 
tion I made, and I assumed that the fundus 
was crowded backward, and the reason it was 
not found was because I had not looked for 
it very diligently. On opening the abdomen 
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the character of the cyst wall made me sus- 
picious that it was not altogether what I had 
supposed it to be. Up to the umbilicus the 
cyst was very vascular and covered with a 
web of small veins and arteries ; above the 
umbilicus the cyst had the appearance of a 
thick wall of a dead- white color ; the line of de- 
marcation between these two portions was 
marked. So suspicious was I that the vas- 
cular portion was the bladder adherent high 
up that I hesitated to plunge my trocar into 
the cyst through it until I had passed my 
hand into an enlarged opening down toward 
the pelvis. Much to my surprise I met with ex 
actly the same condition that one would meet 
were he dealing with a fibroid. I found what 
proved, on passage of a sound into the bladder, 
to be the bladder at the base of the tumor in 
front with its peritonaeum reflected to the cyst. 
The cyst was now emptied and proved to be 
a monocyst, with a wall no thicker in its 
lower portion than an ovarian cyst ; the upper 
half, however, was as thick as it is found in 
sarcomatous cysts. It contained a dark-col- 
ored fluid. Where the sac was fully drawn 
through the incision the true nature of the 
tumor was revealed. Both ovaries and tubes 
were brought into the incision and demon- 
strated to the satisfaction of all the visiting 
physicians. The appendages and broad lig- 
aments, as well as the pelvic walls, were cov- 
ered in spots with papillomatous growths, 
several the size of a walnut. It was consid- 
ered useless to attempt a clean removal of 
everything, so the question resolved itself 
into how to deal with the cyst If one will 
imagine an atresia of the cervix to have taken 
place and the uterus itself to have gradually 
distended into an enormous cyst filling the 
whole abdominal cavity, he will have a 
pretty clear idea of its relations. No adhe- 
sion existed. The cyst was drawn well out 
of the incision and surrounded as low down 
as possible by the wire of a serre-noeud ; the 
pedicle was treated by the extraperitoneal 
method. 

The growth in both of these cases was a 
rapid one. Both women were moderately 
well advanced in years, the sarcoma case 
being nearly forty, the papillomatous case 
being about fifty-five, having passed through 
the menopause some eight or ten years be- 
fore. Both were strong, healthy-looking 
women. Both made good recoveries, and as 
yet continue in good health. The time has 
been short, however, in both cases. 



The cases are unique in my practice, being 
the only tumors of the kind I have ever seen. 
In neither of them is there a chance of the 
condition having been the result of cystic de> 
generation of fibromata. 

DISCUSSION. 

Dr. B. F. Baer : 

If this is the dilated uterus it is certainly 
a rare specimen, but it presents the appear- 
ance of an ovarian cyst. The external sur- 
face looks very much like an ovarian cyst. 
It certainly presents a peculiar appearance 
for a uterine tumor, for there is npt any evi- 
dence of the Fallopian tubes or broad liga- 
ments. It would be of great interest to have 
this specimen subjected to a careful micro- 
scopical examination. It is unfortunate that 
the sound was not passed through the os 
uteri before the operation, for that might 
have assisted in the diagnosis by evacuating 
the fluid. 

Dr. James M. Barton : 

This case is interesting, and reminds me of 
one that came under my observation some 
years ago, and the only uterine sarcoma that 
had any points of similarity. The case 
may throw some light on the one reported 
to-night. The woman had been 'suffering 
from a large fibroid of the uterus. This oc- 
curred before hysterectomy had become an 
established operation, and she refused inter- 
ference. The tumor subsequently beg^n to 
enlarge rapidly, the greatest enlargement oc- 
curring a few months before death. The tu- 
mor became sarcomatous, as was shown by 
the occurrence of secondary sarcomata in the 
arm, forehead and brain. These were ex- 
amined microscopically. The upper portion 
of the fibroid tumor had taken on the ap- 
pearance seen in this specimen. There was 
a cyst filled with fluid of the character de- 
scribed by Dr. Baldy, the cyst wall was as 
heavy as this, and the lower part of the tu- 
mor was sarcomatous. Of course, at the 
same time, there was an enormous sarcoma 
still present. The specimen was presented 
to the Philadelphia Pathological Society, and 
should be in the museum of the German 
Hospital. The entire absence of any ulcer- 
ating sarcoma in this specimen throws doubt 
upon the diagnosis of cystic sarcoma. 

Dr. Cordier : 
I would ask whether or not this patient had 
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been menstruating regularly? Were the 
ovaries and tubes found? Had the patient 
ever given birth to a child? Has a micro- 
scopical examination been made ? 

Dr. J. M. Baldy: 

No one could have been more astonished 
than I was at the condition found. The 
operation was uncomplicated. The tumor 
was a simple monocyst The patient was 55 
years of age, and had passed the menopause. 
She has several grown children. Both tubes 
and ovaries were brought into the incision 
before the cyst was removed to demonstrate 
that the cyst was not ovarian. The bladder 
and everything was so drawn up that the 
relations could be well seen. If there had 
been atresia of the cervix, with menstruation 
continuing, we should have had exactly this 
condition produced — an immense monocyst 
I have as yet not had an opportunity to have 
a microscopical examination made, but I 
think that the cyst is unquestionably uterine, 
although I never heard of such a condition 
before. 

1 Dr. J. M. Baldy: 

emmet's vs. tait's operation on the 

perineum. 
It is not intended in this brief communica- 
tion to go into a description of the make-up 
of the perinaeum, or to discuss the various 
methods by which a pelvic floor is ruined, 
neither to enter into a discussion on the re- 
spective merits of the different denuding 
operations for the repair of a lacerated peri- 
naeum. The Emmet operation is taken to 
represent that whole class of procedures 
which depend for their result on the removal 
of mucous tissue, or the so-called denuding 
operations. This operation is chosen for 
this purpose, because to my mind it is the 
peer of any and aU the others, except, pos- 
sibly, the Goodell operation. Its results are 
so satisfactory in my hands that I never ex- 
pect to do any other routine. The so-called 
Tait operation is chosen to represent the flap- 
splitting procedures. In considering this 
subject it must be borne in mind that reference 
is not made to that class of cases where the 
sphincter ani muscle is torn through; in 
other words, a complete laceration of the 
perinaeum. I exclude this class of cases be- 
cause in many of them the flap-splitting 



operation will answer perfectly well, and is 
easier of performance than any of the others. 

As between the two above-mentioned pro- 
cedures, there should be no room for differ- 
ence of opinion; but the whole profession 
has been so thoroughly imbued with the vir- 
tues of the flap-splitting method that they 
have gone well-nigh mad on the subject. 
My own belief is that a good deal of harm 
has been done in this direction, and it is full 
time for those who have not caught the con- 
tagion to raise their voices against what must 
in time become evident to all. 

Dividing the lacerations of the perinaeum, 
which we have under consideration, into two 
classes, I should say that the Tait operation 
was applicable to that class in which the tear 
was superficial and did not involve, to any 
great extent, the pelvic floor, and in which 
the result was a gaping vulvar orifice. In 
this class of cases the posterior wall of the 
vagina is well up against the anterior wall, 
and there is no rectocele or cystocele. A 
rectocele or cystocele or both, for the most 
part, indicate that the laceration has affected 
the muscles and fascia of the pelvic floor, and 
in this class of cases the Tait operation might 
as well be thrown out of consideration alto- 
gether, as it in no way fulfils the indications. 
Here the Emmet procedures are pre-emi- 
nently superior. In the first class of cases 
the Tait operation will lift up the external 
tissues and will close an otherwise gaping 
vaginal orifice. The results are, however, 
altogether cosmetic. If the same operation 
is performed in the presence of a rectocele, 
it gives an apparently perfect result as 
viewed from the outside, but a careful inspec- 
tion of the inside (especially after the healing 
process is completed) will reveal the fact that 
the rectocele exists in all its former glory, 
and is only dammed back by a thin obstruc- 
tion raised in front of it In other words, the 
perinaeum, which looks so well from the out- 
side, is purely superficial, and in no way deals 
with the tear which has, in all probability, ex- 
tended up the vagina for the distance of from 
one to two inches. There is a limit to which 
the flap-splitting can be carried, and a num- 
ber of writers warn us not to dissect up too 
far into the septum. In many of my cases I 
have dissected as far as possible, far beyond 
the limits laid down by those who pretend 
to know best about this operation. In not a 
single case—my list now numbers between 
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twenty and thirty - was the result satisfactory. 
The longer, after the operation, the patient 
was examined the more dissatisfied was I 
with the result ; case after case with the rec- 
tocele held back temporarily by a skin 
barrier built up at the vaginal outlet, oc- 
curred. One case I subsequently cut down 
and built in a good substantial perinseum by 
the Emmet method, and I presume I shall 
have to do the same with some of the others 
if they come back to me. The Emmet opera- 
lion fulfils all the indications ; it narrows the 
distended vagina, and, lifting up the posterior 
vaginal floor to its natural level, gives good 
support throughout the whole vaginal tract to 
the anterior wall and bladder; it matters 
little whether the external or skin perinaeum 
exists or not. It is a hard operation to under- 
stand and learn, and takes some little time to 
perform properly. This has always appeared 
10 me to be the reason that it has not become 
a popular operation. The Tait or flap-split- 
ting operation on the other hand is a simple 
and easy procedure, which once seen can 
readily be duplicated. Were it not that 
some very excellent gynaecologists have 
adopted the operation, the ease and rapidity 
with which it can be done would seem to me 
to be the secret of its success. There can 
be no question but that it has is platce in 
gynaecological surgery, but that place is a 
limited one. The operation is easy of per- 
formance, but is subsequently very painful to 
the patient. My nurses all protest against 
my performing it, as they have so much more 
trouble with the patients than after an 
Emmet. The pain is almost as great as in 
the days when the older operations were per- 
formed by plunging a needle through large 
quantities of tissues and tying the sutures 
outside. 

DISCUSSION. 

Dr. William E. Ashton : 

I have been much interested in Dr. Baldy's 
remarks in regard to the comparative value 
of Tait's and Emmet's operations for lacer- 
ated perinaeum. I agree with him that the 
Tait operation should never be done except 
to close a gaping vulvar orifice. I have 
seen a large number of Tait operations, but 
in none have I seen the rectocele cured. The 
result obtained is, as Dr. Baldy has said, 
simply a damming back of the rectocele. For 



a time it prevents the rectocele from being 
seen, but it does not cure the condition. It 
is said that the Tait operation stands the test 
of labor. That is true. I have never seen 
one give way, because there is really nothing 
to break, as the perinaeum is not built up at 
all by the Tait operation. I remember one 
case in which there was a large-sized recto- 
cele and cystocele. The cystocele was op- 
erated on by the ordinary oval denudation 
and the perinaeum closed by the Tait opera- 
tion. In three months the rectocele and 
cystocele returned larger than before. For 
ordinary cases of gaping vulva, where the 
integrity of the perinaeum is not involved, the 
flap-splitting operation is a good one. It is 
easy to do. I have never seen it occupy 
more than five or six minutes. If, however, 
a good result is desired in an operation upon 
a ruptured perinaeum with rectocele, the Tait 
method should never be employed. Prob- 
ably the favor with which certain operators 
view Tait's method of operating upon a torn 
perinaeum lies in the fact that it is the easiest 
of all the operations to perform. 

Dr. B. F. Baer : 

I read in the American Gynecological 
Journal an article by a Western man of large 
experience in which the following statement 
occurs: "This (Tait's perineal) is one of the 
finest and best operations that Mr. Tait has 
given the profession." Now we hear a state- 
ment from a gentleman of equal experience 
which places this operation in a directly op- 
posite position as to usefulness. I be- 
lieve the true position to be that which 
does not follow any one special method 
of repairing the damages at the floor 
of the pelvis, for they all differ in character, 
degree, and time of existence. You cannot 
follow one single method exclusively in doing 
any operation. Laparotomy, for instance, 
varies with almost every case, especially after 
your finger passes within the abdominal or 
pelvic cavity. It may then prove to be the 
simplest or the most complicated condition. 
The same thing applies in reparation of the 
pelvic floor or any operation upon the vagina. 
The case may be one of simple gaping of 
the vulvar orifice or it may be one of long- 
standing procidentia with large uterus and 
hypertrophied vaginal walls. As a broad 
general principle, I believe that Mr. Emmet's 
views regarding the pathology of the injured 
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pelvic floor, as well as his method of denu- 
dation and coaptation for the particular con- 
dition which he describes, are correct; but 
his method of applying the sutures, that is, 
a double jow, I do not think is the simplest 
or best, I, at least, can do better and sim- 
pler work by a difEerent method of passing 
the sutures. I have never been able to get 
the same result from the double row of 
sutures which Dr. Emmet claims for it. 
There is always more or less gaping of the 
vulvar orifice. I pass a single row, and 
by means of only two or three sutures gain 
all that Dr. Emmet does with his double 
row. I begin by passing the needle deeply 
on the outer side of the denuded sulcus, 
somewhat as Emmet does for the purpose 
of grasping the fascia, emerge at the bottom 
of the sulcus, then again entering the needle 
on the rectal side it is brought out at the top 
of the opposite side of the sulcus. I then 
pick up the crest of the rectocele at the 
upper border of the denudation, and then 
pass down the inner side of the left sulcus 
and up on the outer side, making the entire 
sweep with one suture. This same process 
is repeated once or twice. When these 
sutures are drawn together they cause a co- 
aptation of one side of each sulcus against 
the other, bringing the crest of the rectocele 
toward the centre and overcoming at the 
same time the gaping at the orifice. 

Many of the casesfequiring the operation 
on the posterior wall have also a cystocele, 
for the curing of which I make a circular 
denudation, placing a circular purse-string 
suture, after the method of Stoltz, which, 
when drawn together and tied, makes the 
most complete, and is the simplest, method 
of operating for this trouble. Now, when the 
rectocele is large, 1 sometimes reduce it by 
applying the circular denudation and purse- 
string suture above its crest, before making 
the Emmet denudation below, and have by 
this means aided in taking up the slack of 
the enlarged vaginal wall. 

Where there is simply gaping of the 
vaginal orifice, and no cystocele and rectocele 
existing, the Tait operation gives good re- 
sults. It gives something more than merely 
a skin perinseum, for it does crowd up a mass 
of tissue at a point where we locate the 
perineal body. Sometimes, where a rectocele 
exists, it may be reduced by the circular de- 
nudation and purse-string suture, after which 



the Tait, instead of the Emmet ope^tion, 
may be made at the orifice. I have not 
done the Tait operation often, because I 
have been satisfied with most of the results 
obtained by the other method. I say some^ 
for to say that all are satisfactory would be 
an overstatement. 

Dr. M. Price : 

I cannot well imagine how Dr. Baer's 
stitch is going to support the parts and pre^ 
vent gaping. If I understand the stitch, the 
drag will be in the opposite direction from 
what Emmet intended, when he begins to 
tighten the stitch Dr. Emmet aims at doing 
away with the rectocele by imiting the sulci. 
He does not much care whether the external 
sutures unite or not. There is no tension on 
the external sutures. The denudation is car- 
ried high up in each sulcus, and when the 
parts are brought together the posterior wall 
of the vagina is in contact with the anterior 
wall. Dr. Baer*s stitch would draw the rec- 
tocele back into the posterior part of the 
vagina. It is nonsense to do any perineal 
operation with the idea that you are going to 
remove the cystocele. If you trust to cure 
the cystocele by curing the rectocele, you will 
fail in both. The cystocele will, by its con- 
tinuous pressure, stretch the tissues and cause 
a return of the former condition. To over- 
come this Dr. Emmet makes his crutch 
operation with the anchor denudation. In 
front of the cervix he makes three denuda- 
tions, one in the centre and one on either 
side, and these are united in front of the 
uterus. It is better to do the cystocele opera- 
tion first, and subsequently the Emmet opera- 
tion before the patient leaves the bed. 

I was not aware that Tait applies a single 
skin suture. My impression is that the whole 
thing is done on the cut surface. While I do 
not believe in the operation, it should give 
the best results when done as Mr. Tait 
does it. 

Dr. J. M. Baldy : 

In regard to the results of the Emmet 
operation, I should like to say that the after- 
results are almost perfect if the operation is 
done properly. Three weeks ago I had a 
patient come to me who had been operated 
on four years ago by Dr. Duncan Emmet,a son 
of the deviser of the operation. Examining 
that woman no one would have suspected 
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that there had been any laceration. There 
was almost a virginal vagina. 

In regard to the fact that the external 
sutures amount to nothing in the Emmet oper- 
ation, that is proved by a case in the hospital 
at present. The woman was an alcoholic 
and took ether badly. I did the Emmet 
operation. After the operation the patient 
began to present an irregular temperature, 
varying from 99® to 106°. I had done the 
operation with catgut, and concluded that the 
woman was septic. On examination I found 
that the external wound had been torn open 
by the syringe, and was gaping. I tore the 
whole thing down with my finger, with the 
idea that there was suppuration, and by doing 
so ruined a beautiful operation to no pur- 
pose. This irregular fever continued for ten 
days, but now for two weeks she has had a 



perfectly normal temperature. The recovery 
began as soon as quinine was given. I think 
that I did not succeed in tearing down the 
sulci very much. The point to which I wish 
to call attention is that although the external 
part had been torn open, yet the pelvic floor 
was good. I propose etherising this woman 
and completing the operation. 

Mr. Tait does claim not to pass the stitches 
through the skin, but I cannot bring the 
edges of the skin together unless the sutures 
are passed through skin surface. Every man 
who does Tait's operation says that it can- 
not be done in the way that Mr. Tait 
describes. The sutures must pass through 
the skin surfaces to bring the parts together. 
This, however,, can make very little differ- 
ence except as regards pain. 

Elliston J. Morris, 
Secretary, 
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The President, Dr. W. H. H. Githens, in the Chair. 



Dr. B. F. Baer presented the speci- 
mens and related the following cases : 

A case of polycystic degeneration 

OF THE RIGHT OVARY, COMPLICATED 
WITH MITRAL DISEASE AND TUBU- 
LAR NEPHRITIS. 

Mrs. P., aet. 60 years; married; 
two children, youngest 20 years of 
age. Puberty occurred at 1 5. The 
menopause occurred at 47, and since 
then she has not been in good health, 
suflfering considerable pain in the lum- 
bar region and showing evidence of 
organic disease of the heart. About 
two years ago she first noticed that 
her abdomen was enlarging in the 
lower portion, and in July, 1891, a 
diagnosis of ovarian tumor was made 
by Dr. Donohue, of New Brunswick, 
N.J. 

Examination of the urine showed it 
to contain albumin and hyaline casts, 
and there was a distinct mitral re- 
gurgitant murmur. At that time, on 
account of her weak condition and the 
cardiac and nephritic disease, she was 
advised by Dr. Donohue not to under- 
go an operation, but to wait until she 
had regained her lost strength, if pos- 
sible. During the summer her general 
condition improved, but the tumor con- 
tinued to increase in size, and on Octo- 
ber 15 she was sent to me and entered 
my private hospital. She presented an 
appearance of extreme anaemia and 
had a waxy hue of countenance. The 
abdomen was as large as at the full 
•term of gestation and showed the 



physical signs of encysted fluid. The 
uterus was normal in size, but not 
freely mobile. I confirmed Dr. Dono> 
hue's diagnosis of ovarian cyst. She 
was informed that the prospect of re- 
covery was not bright, on account of 
her age and the kidney and heart 
complication ; but she took the risk, 
and on October 19 the operation was 
performed. The tumor proved to be 
polycystic and weighed about thirty 
pounds. There were some pelvic ad- 
hesions, and the tumor was deeply 
attached to the broad ligament. It 
was necessary to enucleate it, to form 
a pedicle, which prolonged the opera- 
tion somewhat, but she stood it well 
and made a good recovery, going 
home within five weeks, where she 
remains well at this time. A letter 
received from her husband a few days 
ago states that she is in better health 
than she has been for years. 

I have not hesitated to operate in 
those cases where kidney and heart 
complications exist, and I have not 
yet had cause to regret it. The pa- 
tients have stood the operations as 
well, and have recovered as quickly, as 
where such complications have not 
been present. 

Dr. Baer also presented 

A LARGE OVARIAN TUMOR, WITH DER. 
MOID ELEMENTS, WHICH WAS RE- 
MOVED FROM A LADY MT. SEVENTY- 
SIX YEARS. 

The patient had been married many 
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years, but had never been pregnant. 
Four years ago she found that her 
abdomen was increasing in size, and it 
has been gradually enlarging since. 
Her physician. Dr. Frace, of Clinton, 
N. J., made a diagnosis of ovarian 
cystoma, and brought her to me in 
December, 1891. My examination 
confirmed his diagnosis. 

Laparotomy was performed at my 
private hospital, on December 28, 1891, 
a polycystic dermoid tumor of the left 
ovary being removed. The tumor was 
universally adherent to the anterior 
abdominal wall, and, having a very 
short pedicle, enucleation from the 
broad ligament was necessary. 

She made a good recovery and went 
home in four weeks. In my experi- 
ence the age of the patient has not 
weighed against recovery. I have 
frequently operated upon patients who 
have passed sixty and approaching 
seventy years of age, but this was the 
oldest patient upon whom I have per- 
formed laparotomy. She made as 
good a recovery as the youngest pa- 
tient upon whom I have performed 
ovariotomy, who was sixteen years of 
age. 

The dermoid element in this tumor 
is of some interest, because, since it 
doubtless existed congenitally, it re- 
mained quiescent seventy-two years. 

Dr. Baer also presented the follow- 
ing case of 

DERMOID OVARIAN TUMOR. 

Mrs. D., act. 32 ; married ; several 
children, last one eight years old. 
This patient was sent to me by Dr. 
Kellar, of Bangor, Pa., and was thought 
by several physicians to have a fibroid 
tumor of the womb. Since the birth 
of her last child she has complained 
of great pain, deep in the pelvis, and 



in the left ovarian region. The pain^ 
has increased in severity, and she has 
been laid up on several occasions with 
symptoms of pelvic inflanmiation ; 
during these attacks she suffered 
greatly from rectal tenesmus, and at 
all times has a feeling as if the bowel 
were obstructed, rendering defecation 
very difficult. During the last two 
years she has had profuse uterine 
haemorrhages, lasting as long as two 
weeks. 

Examination showed the uterus to 
occupy a position posterior to the 
symphysis of the pubes, and to be held 
in that position by a mass located di- 
rectly posterior to the uterus, which 
filled the hollow of the sacrum and 
appeared to be connected with the 
anterior wall of the rectum. The 
mass was firm and elastic, as large as 
a cocoanut, and. conveyed to the touch 
a sensation very much like that of a 
fibroid tumor; but further examina- 
tion showed that it had no connection 
with the uterus, nor did it seem to 
have any relation with the ovaries. 
It was firmly fixed to the anterior wall 
of the rectum, and appeared to be a 
growth from the latter organ. 

A diagnosis of probable suppurat- 
ing, or dermoid ovarian tumor, was 
made, and immediate removal was ad- 
vised; she entered the Polyclinic 
Hospital for that purpose. Lapa- 
rotomy was made January 18, 1892, and 
after a most difficult dissection the 
tumor was released and removed. It 
proved to be a dermoid of the left 
ovary. The right ovary being dis- 
eased was also removed. The patient 
made an uninterrupted recovery and 
is entirely relieved of the symptoms 
from which she has suffered. This is 
the second case that I have operated 
upon within a few months where a 
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dermoid tumor was mistaken for a 
fibroid. 

DISCUSSION. 

Dr. Charles P. Noble : 

I am glad to hear of the good re- 
sults in these cases complicated by 
Bright's disease. I have seen a good 
many cases of pelvic disease with 
Bright's disease, and in the inflamma- 
tory cases I have refused to operate. 
About ten per cent, of the women 
that come to me, whose appendages 
otherwise I should remove, have 
Bright's disease, and they are not 
operated on. I have also refused to 
operate on several cases of ovarian 
tumor for the same reason. In these 
cases, however, the microscope indi- 
cated an advanced degree of kidney 
disease. The gentleman who made 
the urinary examinations diagnosea 
an advanced degree of kidney disease, 
and my prognosis being that they 
would almost surely die if the opera- 
tion were done, the patients elected 
not to be operated upon. I should 
operate myself where the kidney le- 
sion was not marked, for in many 
cases the pressure from the tumor will 
induce a mild kidney inflammation, 
with albumin and casts. If a case of 
ovarian tumor presents itself, with ad- 
vanced Bright's disease, the prospect- 
ive duration of life is so short, and the 
prospective danger of abdominal sec- 
tion is so great, that it is hardly worth 
while for the patient to undergo it. 
I am, however, glad to hear of these 
good results, and this may induce me 
to give a more favorable prognosis in 
subsequent cases. 

I would ask Dr. Baer whether or 
not he used ether in these cases. I, in 
common with many others, have been 
much afraid of ether in kidney cases. 



I hdye had two women die with sup- 
pression of urine after operation, in 
whom kidney trouble was present. I 
must also say that I had one die in 
which chloroform was used. It has 
been a question with me whether we 
have not abused ether too much in 
these cases. I find in reading for- 
eign journals that, in those countries 
where chloroform is used almost en- 
tirely, the surgeons have the same fear 
of suppression of urine in kidney cases 
after serious operations. It seems to 
me that the exposure of the patient 
and the shock of the operation have 
as much to do with the suppression of 
urine as has the anaesthetic. It is 
claimed by chemists, for instance Dr. 
WolflF, that ether is not eliminated by 
the kidneys. It has long been the 
opinion that ether is eliminated in 
this way, but Dr. WolflF assures me 
that that is a mistake. This is also 
somewhat in favor of the fact that we 
have abused ether unduly in these 
cases as the cause of suppression of 
urine. 
Dr. Joseph Hoffman : 

I arise to correct an apparent error 
in regard to the pathology of obscure 
denhoid tumors. Dr. Baer said that 
it used to be thought that dermoid 
tumors were most frequent in young 
people. The reason that they have 
been found in the older cases is be- 
cause they were not found soon 
enough. If the pathology of dermoid 
cysts teach us anything it is that der- 
moid structures are necessarily em- 
bryonic, and the dermoid tumor must, 
therefore, be concomitant with pro- 
creation, or at least with foetal exist- • 
ence. That, of course, contradicts 
the implied pathology so far as con- 
cerns the late occurrence of these 
growths. 
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Some time ago I removed a large 
sarcomatous kidney under the use of 
ether. The tumor was as large as my 
head, and the legs were ©edematous. 
The day after the operation the pa- 
tient passed three times as much 
urine from the remaining kidney as 
she had done any day in the previous 
six months. So far as ether is con- 
cerned, I have learned to fear it, not 
so much in kidney trouble as in lung 
trouble. There I have found it dan- 
gerous in the extreme. In one case, 
I know that I saved the life of a pa- 
tient by taking away the ether and 
substituting chloroform. I am not 
quite sure that in that case the use 
of ether had not been excessive. I 
am at a loss to understand how the 
idea that ether was excreted by the 
kidneys came to be entertained. I 
am sure that any one who has noted 
the urine after an operation will find 
that it never smells of ether. The 
conclusion is, therefore, that ether is 
not excreted by the kidney. 

Dr. George E. Shoemaker: 

In regard to the pathology of der- 
moid tumors, it may be said that one 
reason they may not be met with un- 
til late in life is, because the tumor 
frequently does not increase in size 
until late in life. Malignant disease 
in a dermoid may be the cause of a 
rapid growth in an otherwise small 
tumor. 

We have all refused operation in 
cases of nephritis, but many opera- 
tions may be done with impunity if 
the patient is not too long exposed 
and not drowned with ether. I think 
that one of the causes of death is that 
the patient is not sufficiently clothed 
about the shoulders and legs during 
the operation. This often occurs 



while the surgeon is getting ready, or 
while the patient is being prepared by 
the nurses, so that she is chilled when 
the operation begins. This may pro- 
duce congestion of the kidneys. I 
operated on a case with nephritis last 
summer and had a most excellent 
recovery. 

Another resource which I think we 
have at our command for diminishing 
risk in cases of heart trouble is the 
use of the Trendelenburg posture. 
Heart failure, during an operation, is 
partly caused by anaemia of the heart 
controlling centres in the medulla 
oblongata. If we have the patient in 
this semi-inverted position more blood 
is in the brain, and this helps to sus- 
tain these nervous centres. A short 
time ago I operated on a patient with 
peritonitis, who was weak and had a 
distinct mitral lesion. The Trende- 
lenburg posture was used, and I was 
much gratified with the way in which 
the heart behaved during the operation, 
and the small amount of shock which 
followed. The pulse was only 30 after 
a prolonged operation, showing that 
in all probability the position was of 
great assistance. 

The Trendelenburg posture does not 
necessarily involve a long incision or 
a free exposure of the peritonaeum. 
It has other uses than the exposure of 
the parts to sight, the most important 
being the falling of the intestines out 
of the field of operation and out of 
the way of the fingers. I do not wish 
to appear as an advocate of this post- 
ure in all cases, but to call attention 
to a probably favorable action on a 
weak heart. 

Dr. M. Price : 

I think that our views in regard to 
the risk of employing ether in cases 
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of kidney trouble will have to be con- 
siderably modified. It is not uncom- 
mon for us to have patients sent to us 
with peritoneal trouble, and the state- 
ment that there is considerable kidney 
disease. Day before yesterday my 
brother operated on a woman who had 
a pelvic trouble, as it was thought, 
but at the operation it was found that 
it was an old appendicitis. The head 
of the colon and caecum were fused 
over the top of the uterus, and over 
the uterus were two or three peri- 
toneal cysts, probably the result of 
some leakage. That woman had 
marked albuminuria. He remarked 
at the time that he believed, in- 
stead of ether being a dangerous ele- 
ment in that trouble, that it had 
proved almost the contrary. That 
patient did well, and the kidneys acted 
well after the operation. She passed 
forty-eight ounces of urine during the 
twenty-four hours after the operation 
— a thing which she had not done for 
months. I have never found in cases 
of suspected kidney trouble that the 
use of ether increased the risk at all. 

I think that where an opening is to 
be made sufficiently large to see the 
whole internal viscera, the Tren- 
delenberg position must be a great 
improvement; but in most of the 
pelvic operations that I have seen the 
opening has not been over two inches 
in length, and not once in ten opera- 
tions do the intestines come into view. 
If a man attempts pelvic surgery with 
the idea of bringing everything into 
view he runs a great deal more risk 
than if he trains his fingers to do this 
work and to detect pathological con- 
ditions from what is normal without 
seeing the parts. 

Dr, B. F. Baer : 
I use ether in all cases. I think 



that ether is excreted by the kidneys, 
although I have made no experiments 
on this point. I have never had a 
patient die from suppression of urine 
that I know of. I think, even in ad- 
vanced Bright's disease, if the patient 
demands operation, she should have 
the chance. I have operated on other 
cases where there have been albumin 
and casts, but this has been the most 
marked case. 

In regard to the Trendelenberg 
posture, I think it is applicable in 
some cases. I believe the patient 
breathes better and that the heart 
acts better in this position. In two 
pus cases that I had last week, I was 
somewhat puzzled as to the condition 
and thought that I would try the Tren- 
delenberg posture, but I soon returned 
the patients to the horizontal position, 
preferring to trust to my finger rather 
than to the eye. The incision was 
small, and I could not see much, and 
could not tell what it was that I did 
see. At the same time I think that 
in certain cases this posture is of de- 
cided advantage. 

Dr. G. Betton Massey : 

a case of fiecal obstruction caused 
by an anomalous abdominal tu- 
mor, and a case of pelvic abscess, 
reported as instances of the 
value of conservative treat- 
MENT. 

There are times when a perplexing 
case drives us to a test of the recent 
hideous doctrine that no grave con- 
dition of the pelvis or abdomen can 
be treated, or even diagnosed, without 
opening the abdomen ; at such times 
the temptation is strong to ask the 
surgeon to cut the Gordian knot 
of our doubts with his scalpel, and, 
before we know it, we place ourselves 
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in the position of urging a patient to 
submit to a dangerous experiment 
that is not justified by mortal illness. 
Too often we live to regret our haste, 
and to adopt a new maxim : When 
about to advise an operation — don't. 
The two cases about to be reported 
differ widely in every respect, except 
in offering illustrations of what may 
be done by other means when an 
operation to establish certainties 
seemed demanded. 

The first case, a single lady, some 
years past the menopause, was sent 
to me by Dr. S. S. Maynard, of Fred- 
erick, Md., in December, 1890. For 
two weeks before admission to the 
Sanatarium there had been partial 
faecal obstruction, apparently caused 
by the presence of a hard growth in 
the pelvis and abdomen. The tumor 
filled the left half of the abdomen and 
pelvis, extending from a level with 
the uterus to the ribs, which were 
rather pressed out on that side. Un- 
like usual growths of its size, it did 
not tend to occupy a middle position, 
but remained firmly attached to its 
bed, so firmly, in fact, that a consult- 
ant suggested the possibility of its 
being a sarcomatous growth of the 
innominate bone. It was of but recent 
discovery, but had probably existed 
for a long time. The uterus, which 
was of normal size, was attached in 
an uncertain manner to the growth, 
which presented many of the charac- 
teristics of a subperitoneal fibroid 
that had undergone calcareous degen- 
eration. Extremely hard in consist- 
ence, its surface was roughened and 
irregular. The patient had suffered 
for a long time from constipation, was 
sallow, and, though above the medium 
height,weighed but ninety-two pounds. 
The journey from home resulted in a 



complete obstruction of the bowels, 
and for two weeks all known means 
were employed for its relief, including 
strong galvanic and faradic currents 
externally and by rectum, and enemas 
of various kinds, even of coal oil. 
The distention becoming greater and 
the vomiting more faecal, a consulta- 
tion was held with a surgeon, result- 
ing in a determination to persist in 
the means employed. The current 
was now administered by means of 
an internal flexible electrode, passed 
more than twelve inches up the colon 
and insulated by rubber tubing that 
also permitted the injection of a 
cushion of water before it. Strong 
faradic currents were thus used and 
galvanic currents of 20 ma. daily. 
A small stool was shortly obtained, 
and the obstruction yielded gradually. 
As the exact nature of the tumor re- • 
mained unknown, the case was kept 
under treatment for two months, 
strong (150 ma.) galvanic alternative 
currents being passed through it 
daily from a pole within the vagina to 
one on the abdomen. Under this 
treatment the growth shrank some- 
what, measuring at the end of three 
months a half inch less in both diam- 
eters, and the patient's health pro- 
gressively improved. A letter received 
from her brother three days ago, a 
year after her return to her home, re- 
ports a continued improvement in 
health and a gain of thirty-eight 
pounds in weight since admission. 
The tumor was said to be still smaller, 
and the bowel movements regular 
without cathartics. 

The possibility of this tumor being 
a faecal impaction of the descending 
colon was frequently considered by 
me without a conclusion being pos- 
sible. At no time have the bowel 
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movements contained any material 
that was manifestly old. 

The other case alluded to was that 
of a married lady, under 40 years of 
age, to whom I was called on the 27th 
of last November, to find her suffer- 
ing from a suddenly-developed attack 
of pelvic peritonitis, with high tem- 
perature. The onset was sudden and 
the causation obscure, as two days 
previously she had been in good 
health. On the 24th she had exposed 
herself to cold, and had also assisted 
in moving some heavy furniture about 
in the room. About a year previously 
there had been a miscarriage, followed 
by apparently complete recovery. 
The presence of a pelvic peritonitis 
was manifested by the usual signs, 
particularly by induration on the left 
and by a disappearance of the normal 
lateral folds of the rectum. In spite 
of the saline treatment and ice and 
iodine to the abdomen, the general 
-condition became grave, and consulta- 
tions were freely held with Dr. Thomas 
J. Yarrow, and, after the abscess 
opened, with Professor Goodell, who 
concurre'd in advising abstinence from 
operative procedure. The usual symp- 
toms denoting the formation of an 
abscess continued with unabated force, 
the upper portion of the rectum show- 
ing the near neighborhood of the in- 
flammation, which was, however, too 
high to give distinct fluctuation. The 
nurse was instructed to inspect all 
rectal and vaginal discharges, and 
some two weeks later we were re- 
warded with a discharge from the 
rectum of purulent matter streaked 
with blood, the true purulent nature 
of the material being verified by an 
effervescence when brought in con- 
tact with peroxide of hydrogen. The 
discharge was highly offensive, and 



continued to come away in driblets 
for about six weeks, the cavity grad- 
ually closing and healing from the 
bottom under frequent enemas of 
peroxide of hydrogen and carbolic 
acid. During the process of healing 
the discharge was imprisoned on sev- 
eral occasions, followed by spontan- 
eous opening of the cavity, as shown 
by the relation of temperature, pain 
and discharge. Complete convales- 
cence was finally established, and 
when the patient got up, a month ago, 
she looked better than for some years, 
and is now in perfect health in every 
respect, without a trace of the chronic 
invalidism that usually follows an ab- 
dominal section, or that might reason- 
ably be expected to follow a healed 
abscess in this neighborhood. 

discussion. 
Dr. Joseph Hoffman : 

I am glad that we have a new use 
for electricity. I am sorry that Dr. 
Massey did not make the diagnosis in 
this case, because it is an extremely 
interesting one, and I think its coun- 
terpart is to be found in Flint's Clini- 
cal Diagnosis, in which he narrates the 
case of a patient whose bowels moved 
only once in six months. I am glad 
to hear that electricity is a sovereign 
remedy for constipation. I think it 
is a mistake to claim any special ad- 
vantages for electricity in such cases. 
The same might be claimed for mas- 
sage and other agents. The fact of 
the matter is that there was no tumor 
at all except what was matter which 
should have escaped when the bowels 
were moved. No one ever saw a path- 
ological growth that was geometrical 
in its outlines. Nobody has seen a 
sarcoma that got well by electricity. 
It was not a sarcoma. It was not an 
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osteoma. For the life of me I cannot 
see why electricity should be brought 
in. If the bowels can be moved with- 
out operation, operation is not neces- 
sary. If, as in one case, which has 
been reported by Dr. Price, the bowels 
obstinately refuse to move and there 
is obstruction with all its concomi- 
tants, the slow method of electricity 
to a bowel overdistended and inert is 
useless. You might as well apply 
electricity to a rubber hose and ex- 
pect it to shoot water. In a case of 
this kind the only thing to do is to 
operate. 

So far as the second case is con- 
cerned, that is one of the things that 
must puzzle anybody. Imagine a per- 
son having a miscarriage, and the in- 
flammation being allowed to start up 
and go on to suppuration, poultices 
and iodine and so forth being applied 
ad infinitum. Consultation after con- 
sultation which did not consult. All 
that was done on the outside never 
reached the inside, the abscess being 
allowed to go on to the discharge of 
pus. The iodine and the internal 
remedies had no effect. It was sim- 
ply delay. The woman was in bed 
three or four weeks, when the pus 
might have been evacuated in three 
or four hours. The abscess might 
have opened upward, and nothing 
could have prevented operation. This 
was simply temporizing. What can 
we expect if such methods are advo- 
cated as coming from commq^n sense ? 
They do not come from common sur- 
gical sense. Such methods are not 
based upon the reasoning and logic 
that we apply elsewhere. We should 
not apply iodine or electricity to any 
other part of the body where we 
thought that pus was present. 

So far as proving anything as to the 



efficacy of electricity, these cases 
prove two things — that electricity has 
nothing in common with surgery and 
no business to criticise it. 

Dr. George E. Shoemaker : 

I might call attention to one minor 
point, that is in regard to the diag- 
nosis of pus by the action of peroxide 
of hydrogen. The peroxide will cause 
foaming with any organic fluid, as, for 
instance, fresh blood ; therefore, it is 
without value as a test for pus. 

In regard to obstruction in the 
bowels, any one who sees these cases 
as they come into the general hospi- 
tals and go out, often through the 
post-mortem room, cannot fail to be 
impressed with the danger of delay in 
some cases. Some get well under 
simple treatment. I have had a tur- 
pentine enema relieve a case in which 
there had been stercoraceous vomit- 
ing for many hours. But contrast the 
following : An old man walked into a 
physician's office and said he could 
not get the bowels moved. The phy- 
sician sent him to bed on general 
principles, and in twelve hours the 
man was dead. There was a twist in 
the bowel, as demonstrated at the 
post-mortem, which I saw the next 
day. Nothing but operation would 
have saved that case. The death was 
appalling in its suddenness, occurring, 
as I say, within twelve hours. Each 
case must be judged by itself, but re- 
lief must usually come soon, if ever. 

Dr. M. Price : 

Kinks in the bowels from distention 
are a common cause of obstruction. 
This is one of the conditions that we 
have to meet and exclude if possible. 
A number of times I have gone to do 
an operation for what was supposed 
to be an obstruction of the bowel 
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where there was simply a kink from 
overdistention with gas and faecal 
matter. 

In the case to which Dr. Hoflfman 
refers, I removed one bucketful of faecal 
matter. No obstruction could be 
found. The colon measured ten feet 
in length and was of large calibre. 
The man had had some time previous 
a similar attack and had been relieved 
by forcible enemata. For that reason 
we delayed two days, but the disten- 
tion became so great that we had to 
operate. An inch and a quarter open- 
ing was made in the bowel, and the 
faeces were forced out for a distance of 
eight feet. A thorough search was 
made for the obstruction in the bowel, 
and the opening sewed up and the 
abdomen washed out and closed. The 
next morning the man was found in 
his faeces, from his heels to his head, 
the result of the action of the doses 
of purgative medicine which had been 
given before the operation. This pa- 
tient recovered and lived until six 
months ago, when he died from malig- 
nant disease, but I was unable to get a 
post-mortem examination. 

In another case a woman had had 
two or three convulsions a few days 
before the attack came on. She was 
vomiting questionable matter. The 
abdomen was distended, and the coils 
of intestine could be felt lying dead, 
without any perceptible motion. I 
said to the physician that there was 
nothing to indicate inflammatory 
stricture, and I told him to push the 
enemata, and by morning there had 
been a number of movements of the 
bowels, and in a few days she was 
well. Operation would have been a 
great mistake in that case. The pa- 
tient was over sixty, and the faeces 
could not have been removed. 
3 



I operated on another case, that of 
an old lady with obstruction and faecal 
vomiting. I found from one end to 
the other the colon in a sacculated 
condition, and the contents of the 
bowel were in lumps as large as 
walnuts. These masses could not be 
forced through the contracted part of 
the bowel. There were probably fifty 
of these constrictions, with concre- 
tions four times as large on each side 
of them. It was a hopeless case. So 
far as the general condition was con- 
cerned, it was not affected by the 
operation, the patient living four or 
five days longer, and dying from faecal 
poisoning. 

Treatment of every description 
should be used, unless you can see by 
the condition of the*patient, and the 
inflammatory symptoms and the ur- 
gency of the case, that an operation 
is absolutely necessary. The ques- 
tion of operation in obstruction of the 
bowel is on^ of the most diflicult to 
decide. We have no business to 
operate for impaction. If we do we 
are going to have death. If a kink 
has occurred, and the contents of the 
bowel have been liquefied, you may be 
compelled to open the abdomen and 
remove the contents. In a case of 
cancerous obstruction, on which my 
brother operated, two bucketfuls of 
semi-solid faeces were removed. The 
colon presented a series of sacks, dis- 
tended with faeces, with almost com- 
plete constriction between them. In 
a condition of that kind operation 
means death, but you cannot always 
determine its presence beforehand. 
After using all the measures available, 
and being convinced that there is no 
other means of relief, you are justified 
in making an exploratory incision be- 
fore allowing the patient to go too far. 
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Dr. G. Betton Massey : 

Dr. Hoffman has brought up the 
question of the nature of the tumor 
in the first case. He misconceives 
me when he said it was a geometrical 
figure ; the main peculiarity was its 
adhesion to the side. The question 
of faecal accumulation had occurred 
to me, and I am not sure but that he 
m'ay be right. The hard, rock-like 
consistence was against this view. 
My own conclusion, that there 
might have been some fibrous tissue, 
was apparently strengthened by the 
effect of treatment. 

When I approach a subject of this 
sort it is with a mind entirely dis- 
abused of prepossessions as to the 
treatment; it is ^ the good of the pa- 
tient that J desire. From that habit 
of mind I frequently make the mis- 
take of calling in operators — a course 
which sometimes I afterward sadly 
regret. The picture of the results of 
operation in intestinal obstruction, as 
given by Dr. Price, is far more sombre 
than I had supposed. The nature of 
the case reported would largely have 
precluded the possibility of operation, 
as it would have necessitated opening 
the whole length of the colon and re- 
moving the contained matter as one 
mass, if it was faecal. The fact that 
the woman is now having daily evac- 
uations without medicine is certainly 
a proof of the value of the treatment 
adopted. 

Obstruction due to a kink in the 



bowel would certainly be the form best 
adapted to the electrical treatment, 
if uncomplicated by inflammatory 
bands. The current would tend to 
induce muscular action of the bowel 
that would reduce these kinks. This 
was probably the case in the instance 
reported, for there was great disten- 
tion of the bowels before relief came. 

Dr. Hoffman objects, in the second 
case, to the use of iodine, after I sus- 
pected the presence of pus. The 
iodine was omitted when it appeared 
that pus had formed ; but I continued 
the expectant treatment, because I 
have a little respect for nature. I 
prefer natural means of drainage, in 
these cases, to drainage provided by 
the surgeon. This permits us to wait 
until the parts have been glued to- 
gether in the efforts of nature to pro- 
vide a safe mode of exit for the pus. 
I should have considered it a murder to 
have opened the abdomen and torn 
apart the coils of intestine that had 
been glued together by nature to pre- 
vent the pus getting into the abdo- 
men. If this had been done, we 
would have had the abdominal cavity 
drenched with this fetid material. 

I am obliged to Dr. Shoemaker for 
the information in regard to the per- 
oxide of hydrogen, as I was under the 
impression that it was only the pres- 
ence of pus that would cause efferves- 
cence. 

Elliston J. Morris, 

Secretary, 
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The President, Dr. W. H. H. Githens, in the Chair. 



Dr. Joseph Price: 
intestinal lesions in abdominal 
and pelvic surgery. 

An exhaustive consideration of in- 
testinal lesions in abdominal and pelvic 
surgery would make a very lengthy 
paper. I simply desire to present 
salient points of importance for con- 
sideration, hoping to elicit k full dis- 
cussion of a most important subject 
to all practically interested in abdom- 
inal and pelvic surgery. To fully ap- 
preciate the importance and character 
of all lesions found in dealing with 
pelvic and abdominal growths, it is im- 
portant, First, to consider the natural 
history of all Aard and cjystic growths 
or accumulations; Second, of all in- 
flammatory or suppurative forms of 
disease in the pelvis. The complica- 
tions incident to the growth of cysto- 
ma, fibro or myomatous tumors, have 
been most carefully studied. And the 
accidents to surrounding viscera in 
the removal of these are not so much 
feared as injuries to the hollow viscera 
in dealing with the suppurative forms 
of pelvic disease. It is altogether 
exceptional to find advanced forms of 
suppurative tubal and ovarian disease 
without omental and intestinal adhe- 
sions. Again, it is exceedingly com- 
mon to find such troubles complicated 
by universal adhesions to all that sur- 
round them. The presence of a sup- 
purating tube, or ovary, or a neglected 
ruptured tubal pregnancy, or dermoid 



of either side, gives us extensive ad- 
hesions to all surrounding viscera. I 
have repeatedly found the appendix 
vermiformis strongly adherent to ab- 
scesses on the right side, sometimes 
it has been cheesy and disorganized, 
necessitating its removal. Twice this 
week I have removed the appendix 
while dealing with suppurating tubes 
and ovaries. The importance of the 
numerous complications and a practi- 
cal knowledge of how to deal with 
them is vital if we are to attain a low 
mortality in the angry and neglected 
forms of pelvic disease. " 

Again, there is a large group of 
complicated cases that we are now 
driven to deal with. I allude specially 
to the incomplete or half done opera- 
tions coming to us for completion. 
You know that the sequelae of imper- 
fect or incomplete operations occasion 
the most trying and puzzling opera- 
tions we have to deal with. It has been 
my misfortune to have more than my 
share of this group. Aside from the 
anxiety they have*^iven me I have 
learned much by having to do so much 
of this new surgery. Another group 
of complications, following ;/t?«-drain- 
age, and irritating solutions, has given 
us quite a number of operations for 
the relief of their sequelae. Just here 
I might say that many complications 
demanding our attention will follow 
all forms of open treatment. I allude 
to the gauze pack. Simple and well 
directed surgery, the least possible 



Digitized by 



Google 



28 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



manipulation and exposure, clean sur- 
gery, from its inception to completion, 
the application of tried and well-estab- 
lished methods, in the hands of the 
successful, commonly give perfect re. 
suits. We have almost ideal methods 
at present, and our results fortify this 
statement. Again, an accurate knowl- 
edge of the pathology, and physical 
characteristics of pelvic troubles, with 
an accurate practical knowledge of the 
numerous complications to be met 
with, will obviate many accidents and 
injuries. Again, the application of 
the well-known methods of repairing 
bowel lesions will also give perfect 
results if well applied. 

We find that complications do not 
confine themselves to one system of 
organs, but extend to all surrounding 
structures, by reason of inflammatory 
adhesions. This is true of bladder, 
ureters, intestine, omentum, stomach, 
and liver. Adhesions are the bane of 
abdominal and pelvic surgery. They 
are worse in pelvic troubles, because 
we have a clinging to ancient pathol- 
ogy, and are influenced by narrow 
prejudices, by traditions without value, 
even as memories; we reject, neglect or 
delay the use of those methods of deal- 
ing with troubles in the abdominal 
cavity which have the high approval 
of successful surgical experience. 
Hence we see that the greatest mis- 
takes and failures are made by those 
who, from a knowledge of abdominal 
surgery simply, have attempted to 
deal with pelvic inflammations. 

In the first place, take adhesions : 
these, in all pelvic disease, are apt to 
fuse the adjacent structures until they 
seem to be one conglomerate mass, 
and their integrity is threatened with 
destruction by the efforts to separate 
them. This is true in all delayed 



cases where cheesy, disorganized sur- 
faces are to be dealt with. Here, if 
we follow the rule of the general sur- 
geon or the post-mortem investiga- 
tor, calamity will be our result. We 
cannot use either knife or scissors to 
aid us. The dexterous use of the 
finger is our only resource. We must 
not expect or attempt to force our way 
with violence. Our only hope is to 
investigate carefully, to find a plane 
of cleavage, such as the mineralogist 
finds and utilizes in his scientific in- 
vestigations. These exist no less 
truly in inflammatory adhesions, and 
it is along such lines of cleavage that 
the path of separation must be sought. 
As they cannot be seen, they can only 
be felt; and it is here that his delicate 
tactile sense comes to the aid of the 
experienced surgeon and enables him 
to distinguish between lines of cleav- 
age, and advances into the structure 
of the organs which it is necessary to 
preserve. Once having separated ad- 
hesions, it becomes necessary to deal 
with the haemorrhage that often ac- 
companies their breaking up. Haem- 
orrhage here is what haemorrhage is 
nowhere else. Ligatures will not 
control it, styptics cannot be used 
safely, and pressure cannot be applied 
indefinitely in the usual way. How, 
then, shall we control it ? First, we 
must resort to hot water — ^hot as the 
surroundings will tolerate, without 
being cooked or losing their vitality. 
I have in mind a recent patient that I 
almost lost by neglecting to flush the 
pelvis after a trying operation. 

We must get out of our heads and 
out of our practice the theory that irri. 
gation is dangerous. In feeble, ex- 
hausted patients, exhausted from pro- 
longed suppuration, emaciated and fee- 
ble, shocked by a greatly complicated 



Digitized by 



Google 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



29 



operation, where the pelvis has been 
emptied of quarts of pus — and in cases 
of huge abscess, omental, bowel and 
universal pelvic adhesions, irrigation 
is something more than a merely 
elective or suggested procedure — it is 
essential, imperative, as a need to se- 
cure swift and complete recoveries. 

I have had operations followed by 
flushing, with as much 2^ five gallons 
of water, the patients making speedy, 
and, in every way, satisfactory recov- 
eries. Recently, in one week's expe- 
rience, I irrigated freely nine patients. 
In not one of these cases was there 
an alarming or even unfavorable symp- 
tom — no shock, no haemorrhage, nor- 
mal temperature, clean tongue, slow 
pulse, no distention throughout the 
convalescence. These were all severe 
operations in unpromising subjects. 
There were numerous bowel lesions 
in four of the group. It is in this class 
of cases that the most painstaking 
care should be taken. The first and 
vital claim to attention is the adhe- 
sions and lesions of the bowel ; second, 
thorough douche and toilet; third, 
perfect drainage. There is but one 
^ood and successful treatment for suppu- 
rative forms of pelvic and abdominal 
disease : First, section and removal of 
the offending material ; second, flush- 
ing ; third, careful drainage. 

INTESTINAL ADHESIONS — HOW ARE WE 
TO DEAL WITH THEM ? 

It is evident that the integrity of 
the bowel is to be maintained, that all 
adhesions must be freed. Hence, if 
it is injured, it is to be stitched up 
with the finest possible silk, in the 
neatest possible way, and so as not to 
interfere with its functions. No holes 
are to be left in the omentum, and 
stringy masses are to be carefully tied 



off. We should pay special attention 
to bringing the omentum down into 
as near a physiological position as 
possible. Leaving it to itself, where 
it may contract adhesions at will 
wherever it pleases, is a sure way to 
have after-complications to deal with. 
If it is to adhere to anything, it should 
be put where it will be likely to cause 
least trouble. Re-operation on old 
cases is a most discouraging condition 
to contemplate. One never knows 
what is going to be found. There is 
often very little to be hoped for, and. 
however great the care, the results 
are often bad. 

One grdat cause for re-operation has 
now been banished — I mean the use 
of strong antiseptics, in solution, spray 
and otherwise. They formerly were 
at the bottom of a great deal of post- 
operative inflammation. The direct 
method of dealing with all pelvic in- 
flammation is urgently to be advised. 
Prompt enucleation cannot fail to be 
more satisfactory than any other 
means. Puncture per vaginam, vagi- 
nal incision and drainage, is easily dis- 
posed of as unsatisfactory, incomplete 
and often dangerous. When enuclea- 
tion is practiced, we have under our 
eye or touch the essential relation of 
the parts and their environments, and 
we also know to what extent the mis- 
chief is confined to one set of organs, 
and whether it has complicated this 
or that structure. Not so when any 
of the so-called conservative methods 
are used. Here we grope in the dark. 
We wait until this or that set of symp- 
toms is developed, and vainly strive to 
justify the methods of delay by imagi- 
nary refinements of diagnosis, which 
cannot be made outside the pelvis, to 
say nothing of their impossibility in- 
side of it. In point, and to illustrate 
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some of our statements, we will give 
facts from the surgical experience of 
Dr. Paul F. Mund6, as given by himself 
in a discussion before the New York 
• Obstetrical Society, and published in 
The American Journal of Obstetrics 
for March, 1892: "During the last 
few years he had opened forty pelvic 
abscesses through the abdomen^ eighteen 
through the vagina^ and four through 
the abdominal wall and vagina at the 
same time. In several cases he had 
punctured the vaginal wall in order to 
secure thorough drainage, abdominal 
drainage not being sufficient. In 
three of these cases, while drawing 
the drainage tube through from the 
vagina to the abdominal wound, the 
bladder was accidentally wounded." 

Consider a total of sixty-two cases 
of accumulation of pus in tubes and 
ovaries, due to occlusion and suppura- 
tion, that dilatation of the tubes in a 
majority of this group " attained the 
size of a breakfast sausage, a banana 
or a closed fist." In this group the 
practical surgeon can understand that 
vast number of serious complications 
following : First, the delay, and, sec- 
ondly, the palliative methods of so- 
called treatment. Early primary sec- 
tions, with complete removal of pus 
sacks, would result in a nil mortality. 
A large number of the group referred 
to have gone into the hands of other 
men for treatment. Such cases are 
constantly coming to me ; and, well 
knowing how much more complicated 
they are, I dread them. In somewhat 
the same line. Dr. Mund6 says : "We 
have boils and abscesses in the cel- 
lular tissue of other parts of the body. 
Why should we not have them in the 
pelvis } " And, again, in a recent 
publication: "The empty sac, lined 
by pyogenic membrane^ may, for an 



unlimited time, go on pouring out 
pus." The comment I would make 
very brief ; boils and true abscesses 
are not empty sacs. 

Again : " We will all admit that 
many cases of 'pelvic abscess' in 
former days were really adherent 
pyosalpinx. I have, doubtless, punc- 
tured many a one in past days, never 
dreaming that it was anything but an 
abscess in the pelvic cellular tissue. 
I know better now." The comment 
can here be made : no longer is it a 
boil or an abscess in the cellular 
tissue. 

" One of the great problems in my 
experience," says Dr. Mund^, "has 
been the sinus that is liable to remain 
after opening the abscess. I am sorry 
to say that I know of no sure way to 
prevent or cure them as yet. I have 
enlarged the wound over and over 
again, scraped them, cauterized them, 
punctured through into the vagina, 
and ran drainage-tubes through, hop- 
ing the opening would close from 
above downward, but all of no use. 
I have, I suppose, a dozen women 
walking about this city now who are 
wearing different sprts of drainage- 
tubes. I would like to have some 
gentleman tell me how I can prevent 
these sinuses in the first place, and, 
in the second place, how I can heal 
them up." In the interest of the 
patient, the best thing to do in such 
cases — in fact in all cases where we 
don't know how — is not to attempt to 
do the operation, but send the patient 
to some one who first understands 
the pathology ; and, second, the sur- 
gery. To cure these sinuses remove 
the remaining diseased tube and 
ovary. This will do away with the 
necessity of "walking around wear- 
ing drainage-tubes ; " a very uncom- 
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fortable interference with locomo- 
tion. 

My plea is for exact knowledge and 
painstaking work, that shall leave 
nothing for regret, nothing if possible 
to do over, nothing to explain or 
apologize for ; that when put beside 
methods that palliate without curing 
and are no more a part of real surgery 
than hypnotism is refreshing sleep, 
shall stand in the light of results as 
justifiable, scientific and perfect as 
possible, within the limitations of our 
human art and science. And that no 
effort be spared to make complete the 
ordering of all the conditions sur-' 
rounding the patient, blind, destruc- 
tive methods of manipulation are to 
be deprecated. The operator should 
know his whereabouts, and what he 
is dealing with. Severing or lacerat- 
ing a bowel, the rude removal of 
strongly adherent pus tubes or 
ovarian abscess is to be condemned 
as bad surgery. A familiarity with 
or knowledge of bowel-feel or sensa- 
tion, or an educated sense of touch, 
that is always quick to recognize the 
presence of bowel, would prevent 
many accidents, render operations 
short and complete. Finger knowl- 
edge of pathological landmarks, also 
that mental picture one carries after 
doing a large number of trying pelvic 
operations, will save many lives. As 
one's knowledge grows by experience, 
so does judgment, interest and care 
grow in refinement. 

discussion. 
Dr. G. Betton Masse v : 

Although I had not read the article of Dr. 
Mund6, quoted by Dr. Price, I suppose he 
was giving statistics, and should like to know 
what mortality he acknowledged as a re- 
sult of vaginal opening. Dr. Price apparently 
complains of his explanation and apologies. 



It seems to me that it is a very useful thing 
for physicians to explain and apologize at 
times. As I take it, this opening of pelvic 
abscesses and accumulations from below is 
older than enucleation by the abdominal oper- 
ation ; it therefore has been more definitely 
tried and we have a greater series of observa- 
tions. The question arises : What will be said 
about abdominal opening of abscess in the 
pelvis in the future, when a similar experience 
shall have been collected ? This experience 
must take into consideration the after-effects 
of such operations. I, myself, have known of 
several cases where abscesses have been 
opened through the abdomen, and though 
death did not result from the operation, as it 
often does, certain results followed— either 
sinuses or pain. At my dispensary there are 
now five cases that have had either one or 
both ovaries and tubes removed, generally 
for pus, and all suffering pain. They are all 
in a pathological condition, which they say is 
worse than before the operation. This ques- 
tion is still under judgment, and I think that 
explanations and apologies may be required 
from either side. There is another thought 
that occurs to me in the matter, and that is in 
reference to the general detestation that sur- 
geons have for adhesions. Why are these 
adhesions put there.'* I suppose one might 
say for the purpose of bothering surgeons. It 
seems to me that the teaching of these adhe- 
sions is in the direction of the lower opening 
of these abscesses, in the direction of opening 
by the vagina or rectum, else nature would 
not protect the abdominal cavity by such 
elaborately arranged defenses. In my opin- 
ion the subject is yet under judgment. 

Dr. M. Price: 

I think that Dr. Massey has probably mis- 
understood the matter. We all probably 
have had some apologies to make for some of 
the work in our earlier experience. The fact 
that nature throws out adhesions in her effort 
to protect the surrounding organs is no proof 
that adhesions are of benefit after the disease 
is removed. The question that comes to us is, 
How to prevent accidents, as far as possible.^ 
The complications that have taken place in 
nature*s effort to save herself we must correct 
as far as possible, when we remove the dis- 
ease, for which nature has been attempting 
to provide. As to drainage by the vagina I 
cannot see why we should make an opening 
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through the walls of the vagina when we have 
absolutely perfect drainage through a glass 
tube in the incision in the abdominal wall. 
There is no reason and there can be no 
proof produced that there is any complica- 
tion or any exaggeration of symptoms pro- 
duced by drainage through the abdominal 
wound. I have never seen a fistulous opening 
that did not close. I have never seen a single 
complication produced by the drainage tube 
which is so much decried. 

As to patients suffering worse after opera, 
tion than before, I have no doubt of it. There 
are half a dozen deaths in this city, weekly, 
from abdominal work, done by men who never 
before opened the abdomen. There is no oper- 
ation in surgery so desperate, no condition so 
murderous they will not assume to remove. 
They are so absolutely ignorant or oblivious 
of the rights of patients to life, that they go 
on, deliberately executing the patients on the 
table— not one, but I could allude to half a 
dozen, within the year. There is reason for 
their apologies. They should quit until they 
know something about the subject. A man 
who undertakes to remove a large abscess or 
collection of pus in the pelvis, with probably 
ten years* history before it, without having 
served a well-spent apprenticeship, is, in my 
estimation, no better than a murderer. 

In regard to adhesions and complications 
complained of by the patients themselves 
afterwards, why not? They are at death's 
door when the operation is done. Every 
organ in the pelvis and abdomen is more or 
less crippled by the condition. When a man 
amputates a limb, he does not get another 
full-length limb. When a man taps an ab- 
scess of the pleura he does not expect a per- 
fect action of the lung. He does not expect 
to have the same condition of the pleura and 
lung as before the occurrence of the disease. 
We can expect to accomplish only possibili- 
ties. We cannot expect to cure the anatomi- 
cal and physiological conditions which have 
followed a disease which has lasted for months 
or years. We can hope only to remove the 
disease in the most surgical way. We must 
put up with some inconveniences. We can- 
not expect absolute cures ; but we can prevent 
patients from going about carrying our scars. 
We can leave them at least in a condition of 
bearable suffering, and not in one that is odi- 
ous to themselves and those around them. 
It is our duty, in the first place, to know what 



we have to deal with. To investigate the 
subject and prepare ourselves as honest 
workers in this field, and then undertake to 
work only when we have had sufiicient train- 
ing to warrant our doing so. I admit that a 
man away off in the woods, with no one to 
help him or come to his assistance, is war- 
ranted in doing operations, even if the risk be 
g^eat ; but a man in our day and city has no 
right whatever to risk a life in doing a hyste- 
rectomy, when he has never seen the first sin- 
gle, solitary procedure to guide and direct his 
movements and enable him to get through in 
a decent and reasonable time, that will war- 
rant the patient's living through the oper- 
ation. This is done daily in this town, and a 
man to do that kind of work, without any pre- 
paration or any educated help by his side, 
without anything to warrant such a proce- 
dure, I say is criminal, and these are the ones 
who are to apologize. They are the ones 
who say that if " I had this or that;" ** If I 
had not left my noeud at home, or brought a 
rubber catheter to answer the purpose, the 
patient might have recovered." These are 
the apologies that have no business ever to 
be made. 

Dr. J. Price : 

There are some few points to which I might 
allude. First, in regard to the question of 
education and the question of history. Care- 
ful reading of the most enlightened authors 
will answer this question most satisfactorily 
to all of us, and I think that Dr. Massey, if 
he will read carefully the most recent works, 
will have a very satisfactory explanation for 
his statement For instance, in alluding to 
the history of this subject, he will find that 
in the later works these chapters have been 
rewritten. In the most recent Gynaecology, 
that of Mund^ and Thomas, you will find two 
or three post-mortems recorded of cases seen 
in consultation by Dr. Thomas. I think that 
one is under the head of cellulitis, one under 
the head of pelvic peritonitis, and, I think, 
one in some other part of the book— cases 
that he said that years ago he considered cel- 
lulitis. They aijswer to all the subjective 
and objective features of pelvic cellulitis. 
They died without any attempt to cure them, 
except by the use of douches, etc. In one case 
he said that the symptoms were the common 
and ordinary symptoms of pelvic cellulitis, and 
on the right side he found an ovarian abscess. 
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the appendix firmly fixed. This, in all his 
past writings and teachings (and we all know 
that he is one of the most justly celebrated 
writers) had been cellulitis. Now he writes a 
most beautifully illustrated chapter, every 
page with a picture of an ovarian abscess or 
pus tube. This holds good in regard to most 
authors and teachers at the present time. 
Some have been bold enough to brush away 
the whole thing under the appellation of 
myth; and it is unfortunate that we have 
not more of such teachers and writers in 
our midst. Surely they have realized that 
the new and better teaching is correct, and 
have the courage and professional conscience 
to accept the lessons. 

Dr. Massey: 

My allusion was merely to the choice of 
operation, and not to the natiireof the trouble. 

Dr. J. Price : 

In regard to the choice of operation and 
the nature of the trouble, we all know what 
we find in the pelvis and how very common it 
is to find it. We know as much about pelvic 
troubles as about any other trouble in medi- 
cine at the present time. In short, in my ex- 
perience, I have been a general practitioner 
and a general surgeon for a long time. I did 
a great deal of general practice and general 
surgery and some special surgery, and I am 
satisfied that if I know anything at all in 
medicine it is a great deal about pelvic 
troubles, and I know a great deal more about 
that than about anything else in medicine. 

As to the termination of these cases : We 
know perfectly well that five, ten or fifteen 
years ago these cases were treated by aspira- 
tion and incision, in the experience of good 
teachers and operators — men with much ex- 
perience and rare good judgment. I have 
many times seen patients die, and some I have 
operated upon, that had been incised and 
drained ten or fifteen years before by good 
operators. They were practicing what they 
had been taught. These patients did die, and 
died in large numbers. Some of them still 
live, notwithstanding they were tapped ten or 
fifteen years ago, and some have sinuses and 
drainage tubes. Some are dying of phthisis 
and some of amyloid changes or multiple ab- 
scesses. These are very common. When a 
man says that he incised sixty-two cases and 
drains, and his colleague writes an able article 
and says that renal trouble is a very common 



sequel of pelvic inflammatory disease, it can 
be seen that if you will only study, not only 
the trouble itself, but also the history and able 
papers by able men, you will come to a satis- 
factory knowledge of this subject. I sent a 
patient home last week who had had aspira- 
tion, incision and drainage many times in the 
last ten years, until she was emaciated beyond 
locomotion. She was sent home cured. I 
have had carried to me in the last six months 
at least twenty patients that were going to die, 
and die they must, had not careful surgery 
saved them, but they all got well after a 
thorough and complete removal of the trouble. 
If the mortality was something large and 
alarming I should not talk so, but I feel that 
I have a right to talk plainly, and feel that it 
is my duty to speak plainly in regard to this 
subject. I see many patients who are ill 
and dying — some treated for typhoid fever and 
delirious— but I am perfectly willing to give 
them the one chance for their life, and some 
get well. I should like to give up this work 
which is hard and trying, and a perpetual 
biu'den upon my shoulders— a work filled with 
untold anxieties. I would give it up if I could 
find something like what Dr. Massey speaks 
about, that would relieve these cases. I would 
either adopt it or turn these cases all over 
to him and take up some easier professional 
line. 

Now, in regard to after symptoms: Dr. 
Massey has some grounds for his statements. 
This is very unfortunate. We all have a 
fashion of sending patients home too soon. A 
patient comes to us who has suffered for ten 
or twelve years, we operate and she makes a 
nice recovery. She, however is feeble and 
weak, and when she leaves the hospital may 
go away to her home in the country or the 
coal region, where she will not receive proper 
attention and care ; but if these patients can 
go to the mountains or seashore for six 
months they will come back rosy. So much 
'have I felt this, that some time ago I com- 
menced negotiations for a farm where 1 could 
send my patients, particularly the poorer ones. 
I cannot feel that my work is complete until 
I have some resort to perfect the cure. As 
far as the surgery is concerned it is a cure. 
It is curious that in many of these cases, after 
operation, you receive all sorts of expressions 
of gratitude from patients and f riends,and yet, 
with the least encouragement, some one evily 
disposed can induce them to sue you or black 
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mail you. That is exceedingly common. It 
occurs unfortunately in the most poverty- 
stricken patients that you have to deal with. 
KeitK*s first case of hysterectomy is an illus- 
tration of this. The patient was a poverty- 
stricken woman, dying ; he removed a huge 
fibroid ; she gets well, but is an unsatisfactory 
patient — complaining about everything, and 
comes back six months later complaining 
about a potato. 

Dr. Massey: 

a case of chronic metritis, with 
retroflexion, treated by elec- 
tricity, with remarks on the 
limited value of pessaries in 
this condition. 

The following case is not reported 
as a curiosity, but rather as a typical 
example of a frequent experience : 

A wholesome-looking, well-nour- 
ished lady of 31 consulted me some 
eighteen months after the birth of her 
third child. She complained of sac- 
ral aching and a bearing-down sensa- 
tion that made her miserable whenever 
she was on her feet. Her only time 
of tolerable comfort was early in the 
morning ; by 9 o'clock in the evening 
she was exhausted and compelled to 
retire. She had no menorrhalgia ; the 
flow was scant, and leucorrhoea incon- 
siderable, because of inspissation. 
Examination showed an eroded os, 
discharging a muco-purulent material, 
and an enlarged and retroflexed 
uterus, with a capacious cavity four 
inches in depth. When the fundus 
was pressed on, through the posterior 
vault, it was decidedly tender, and 
could not be entirely straightened 
without undue pain. That the 
case was not one of subinvolution 
only, was shown by^ history that ex- 
tended back to a previous subinvolu- 
tion after the birth of her first child. 
Since that time there had been a va- 
riety of local methods of treatment 



used without avail, and she had been 
finally dismissed by her physician, 
with the remark that she would get 
well when she became stronger, 
though her general health was excel- 
lent. 

I had, evidently, to deal with a case 
of chronic metritis, complicated by 
retroflexion and perimetritis, at a 
stage of the disease when the endo- 
metritis had become comparatively 
quiescent, and before the stage of in- 
volvement of the general nervous 
system. The disease was yet dis- 
tinctly local, and evidently required 
local treatment only. She had had 
considerable treatment, based on the 
theory that the displacement was the 
primal trouble, and was then wearing 
a soft-rubber ring pessary, that she 
thought gave more relief than a 
Smith Hodge, that had been used at 
first. The treatment adopted by me 
was based on the belief that the 
source of the discomfort was entirely 
traceable to the inordinate size of the 
uterus, and to the irritation of an old 
inflammatory hyperplasia. • All the 
well-known methods of treatment 
having failed in more or less com- 
petent hands, the application of elec- 
tricity was at once begun. As is cus- 
tomary with me, the cavity of the 
uterus was not at once invaded by 
either sound or electrode, in view of 
the possible presence of a subacute 
inflammation — ^the treatment at first 
being vagino-abdominal, 30 mil- 
liamperes positive, followed by the 
fine wire faradic current. The cotton- 
covered electrode within the vagina 
was placed in the posterior vault and 
pressed gently against the tender 
spot. As the patient was afraid to go 
home without the pessary, it was re- 
inserted at the termination of the 
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treatment. The second application 
was made at the end of five days, at 
which time she felt slightly better ; 
but this time I felt warranted in using 
the intra-uterine method, finding the 
cavity four inches in depth. By 
means of my spiral elastic electrode, 
a positive application of 30 milliam- 
peres was made to the cavity, followed 
by vaginal alternatives of 60 ma. 
The subsequent report justified this, 
as there was even no temporary in- 
convenience, but rather increased 
comfort. After the fourth treatment 
of this kind the cavity was found to 
be but three inches in depth, each 
treatment giving relief for some hours 
afterward, though not continuously. 
Being now convinced that the pessary 
was a source of irritation, the patient 
was persuaded to leave it out, and, to 
her surprise, found that the relief 
afforded by the treatment lasted three 
or four days. She could now " walk 
all over town," as she expressed it, 
immediately after treatment — a feat 
which she was strictly enjoined not to 
attempt. The tenderness and weight 
recurred after some of the intra- 
uterine treatments that were not fol- 
lowed by rest, though, fortunately, but 
five of this variety of applications 
were necessary, interspersed between 
twelve vaginal treatments, when she 
was discharged cured. The last 
measurement was two and three- 
quarter inches. At that time the 
posterior flexion was lessened, but 
still present. 

It is clear that this case would have 
been regarded by many, and was re- 
garded by her previous attendants, as 
one in which the primary fault lay in 
the flexion ; but I am by no means of 
the opinion that such pathological 
views are correct. There are many 



posterior flexions of primal impor- 
tance, it is true — cases with a history 
of a fall or jar, or an otherwise sud- 
denly developed posterior bending ; 
but in these cases a reposition of the 
displaced fundus and its temporary 
maintenance by a pessary is quickly 
curative. The persistent flexion, ac- 
companied by enlargement and such 
tenderness as to make the comfort- 
able wearing of a carefully adjusted 
pessary impossible, must be of a dif- 
ferent nature. In this variety the 
flexion is symptomatic of metritis, 
rather than a cause, as often alleged, 
and is best treated by means that 
allay inflammation, promote absorp- 
tion, and restore tone to the uterine 
muscle. To put a prop beneath these 
tender organs and press them up 
against the abdominal contents will 
not cure them, but only increase the 
suffering by adding to the pressure, 
and, if worn for a long time, such ar- 
tificial aids lessen still further the 
natural sustaining powers of the 
uterine supports. Our course here 
should be to reduce the redundant 
size, and in many instances this will 
remove all suflfering. Mere crooked- 
ness will be left, it is true — a matter 
of no pathological importance. 

A freely movable retroflexed uterus 
is one in which a local atrophic de- 
generation has occurred in the portion 
of the uterine substance on the con- 
cave aspect — a true parametritis 
without perimetritis, in which, in com- 
mon with the phenomena of myositis 
in other parts of the body, we have 
the stages of proliferation, fatty de- 
generation and sclerosis — a series of 
conditions that cannot be remedied 
by any amount of forcible efforts at 
straightening. The number of women 
thus affected is considerable, though 
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in the stage of sclerosis no suffering 
is felt ; and it is an odd fact that this 
deformity will not be cured by preg- 
nancy, but will return, again and 
again, after the establishment of 
involution. 

Dr. W. Reynolds Wilson : 

the use of morphia in eclampsia, 

with a report of two cases. 

I DESIRE in reporting the following 
cases to bring to the attention of the 
Society a form of treatment which 
deserves a more careful study than 
has hitherto been devoted to it. Mor- 
phia should not be relied upon as a 
safe means of treating every case of 
eclampsia, but there are cases in 
which its use can be replaced by that 
of no other form of treatment. The 
first of the two cases which follow, 
although not an absolute proof of 
this latter proposition, shows a result 
which compares more than favorably 
with that obtained by the more ac- 
cepted plans of treatment. The 
second case affords an instance in 
which the indications for treatment 
were met exactly by the use of mor- 
phia. 

Case I. — The patient, a prima- 
gravida, aged 21, was admitted to the 
hospital, without history, at 9 p.m., 
March 10, 1890. She was delirious 
and restless. Her countenance was 
cedematous, corresponding to the 
general oedema which was present. 
The OS admitted one finger. There 
were no labor pains. The foetal heart 
sounds were detected on the right 
side below the umbilicus. The first 
convulsion after admission occurred 
at 9.25, the next at 10.5, the next at 
II and the last at 6 a.m., March 11. 
At 2 A.M. the patient was in a state 
of narcosis from the eflfects of mor- 



phia, which was given after each con- 
vulsion in the following doses: .01 
gramme, .01 gramme, .02 granwnes, 
.02 grammes, amounting" to .06 
grammes, or gr. i^ in eight hours 
and a half. Chloroform was adminis- 
tered at the time of each convulsion. 
At 8 A.M. the patient showed great 
restlessness, probably due to labor 
pains. The labor was terminated 
naturally at 2 p.m., the second stage 
lasting only a half hour. The child, 
which was bom at the end of the 
eighth month, was living. The urine, 
upon boiling, after the addition of 
acetic acid, showed albumin equal to 
one-third the volume. The secretion 
in twenty-four hours amounted to 
twenty-one ounces. The patient was 
discharged on the sixteenth day ; the 
oedema had almost disappeared, and 
an examination of the urine showed a 
small amount of albumin and granular 
casts. 

Case II. — A Pole, aged 20, also a 
primagravida, was admitted to the 
Lying-in Charity, October 16, 1891. 
In the eleven hours preceding her 
entrance to the hospital she had had 
thirteen convulsions. She was coma- 
tose in the interval between the at- 
tacks, but the approach of each con- 
vulsion was marked by restless de- 
lirium. Morphia was administered 
hypodermically as follows : 

5.30 P-M gr., H 

9-co p.M gr., X 

2.30 A.M gr-, X 

5.30 A.M gr., X 

During the afternoon of the day 
succeeding that of her admission she 
was given gr. ^, making gr. ij^ in 
twenty-four hours. Between the hour 
of admission (5. 30 p.m.) and 11 p.m., 
in which time gr. ^ had been given, 
there were but three convulsions, 
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each less severe and of shorter dura- 
tion than the preceding. The patient 
was bled at 1 1 p.m., on account of the 
\^scular tension, shown in the con- 
gestion of the face and throbbing of 
the arteries. Fifteen ounces were 
abstracted. The convulsions ceased 
after this, but the morphia was con- 
tinued, as noted above, to control the 
restlessness. During the next twelve 
hours sufficient morphia to keep the 
patient narcotized was administered. 
Within the sixteen hours after admis- 
sion twelve ounces of urine, contain- 
ing one-third volume albumin, were 
voided. Elaterium, gr. |, calomel, gr. 
ill, were given. On the morning of 
the second day labor came on, and in 
five hours after the first signs were 
noticed a macerated child was born. 
The hospital chart gives the fol- 
lowing : 

Duration of first stage, not noted. 
*' of second stage, five hours, 
of third " six " 
Extraction of placenta. 

On the day following her labor the 
patient suffered from a chill, the tem- 
perature rising to loif''. Necrotic 
shreds of decidua were removed by 
an intrauterine douche. The patient's 
recovery was uninterrupted, and she 
was discharged on the twelfth day. 
An examination of the urine, obtained 
by the catheter two days after labor, 
revealed a few granular casts. The 
quantity of albumin gradually de- 
creased until upon dismissal a mere 
trace was revealed by the ring test. 
In this case only slight oedema was 
present. 

The first of these cases I had the 
privilege of observing under the di- 
rection of Prof. Winckel. The treat- 
ment was outlined by him, notwith- 
standing his advocacy of the use of 



chloral. In his work on obstetrics 
X1886) he describes his treatment as 
follows: "When convulsions super- 
vene I treat them, without exception, 
with chloral, gr. xv-xxx at each dose, 
by enema, and with chloroform. As 
soon as the patidnt becomes restless 
and the first signs of an approaching 
attack appear, chloroform is adminis- 
tered and continued until the spasms 
have ceased. The chloroform serves 
as a sedative until the chloral can act. 
The dose of the latter is repeated 
after each seizure, and the amount is 
increased without risk, until three 
drachms in twenty-four hours are 
given.'* His recognition, however, 
of the claims advanced for morphia 
appears in the following sentence: 
"It must by further observation be 
shown whether morphia will exclude 
the accepted treatment by chloral 
and chloroform." 

In studying the treatment of 
eclampsia, it is important, first, to dis- 
tinguish between the form of treat- 
ment, which is effective in the convul- 
sive stage, and that in the stage of 
threatening intoxication. Veit, the 
strongest advocate of morphia, recom- 
mends in his clinical teaching, not 
the exclusive use of morphia, but its 
combination with eliminative treat- 
ment. Winckel, who is the exponent 
of the chloral treatment, emphasizes 
as an introduction to the subject of 
the therapy of eclampsia the use- 
fulness of the treatment by catharsis 
and diaphoresis as follows: "In the 
last ten years I have come gradually 
to the adoption of the following 
measures, the advantages of which 
I have recognized over those of other 
forms of treatment. To every 
gravida whose urine contains albu- 
min to a marked extent, is given, 
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daily, a pill of aloes and colocynth, 
in order to induce a decided ca- 
thartic effect. In addition to this 
a warm bath is given. Secondly, we 
must consider the previous history 
of the case, the amount of albumen 
which has been present, the presence 
of tube casts, the deficiency in the 
excretion of urea and the severity of 
premonitory symptoms ; for on these 
depends the choice between the in- 
duction of labor and palliative meas- 
ures. Thirdly, we must take into 
consideration the constitution of the 
patient. Strong, full-blooded women, 
who present the signs of vascular 
obstruction, are benefited by bleeding. 
In eclampsia we not only have the 
condition so aptly described by 
Auvard as a "strike on the part of 
the organs of elimination," but we 
have also three other elements en- 
tering into the pathology, namely : 

(1) The presence of a source of 
irritation. 

(2) The increased vascular tension. 

(3) The increased nervous tension. 
Venesection certainly relieves two 

of these conditions — the two former 
— by eliminating some of the poison 
in the blood and by reducing the vas- 
cular tension. How far the effect, in 
these directions, of the bleeding in- 
fluences the third element in the path- 
ology, the increased nervous tension, 
is a question of much importance. 

Morphia on the one hand and 
chloral on the other are given to meet 
special indications, and are not advo- 
cated, either as substitutes for other 
forms of treatment or to the exclusion 
of important accessory measures. 
Morphia is no longer useful when the 
convulsions and restlessness have 
ceased and the patient has fallen into 
coma. Its influence lies in its power 



to control convulsions; its danger 
is to be looked for in its effect 
upon the process of elimination. 
Whatever may be the pathology of 
eclampsia and whatever the relation 
between the condition of the kid- 
neys and the convulsions, it is 
clear that in eclampsia elimination is 
checked. When elimination is re- 
stored by diaphoresis, venesection or 
diuresis, the patient is benefited. It 
is equally clear that, unless the con- 
vulsions are controlled by chloroform, 
chloral, morphia, or by the induction 
of labor, the termination of the case 
is likely to be fatal. 

It is possible, by resorting to early 
treatment during pregnancy, to avert 
the dangers of eclampsia ; but a time 
comes in the treatment of certain 
cases where the choice must be made 
between those measures which will 
act, if time is given for their effect, 
and those which will act at once. 
These are the cases in which the con- 
vulsions are threatening life. The 
question is, in such cases : What are 
the means at our disposal which are 
most effective in controlling the con- 
vulsions ? In the second case which 
I have reported, each injection of 
morphia was followed by a cessation 
of delirium and was efifective in avert- 
ing the convulsion. It is doubtful 
whether chloral would have been so 
rapid in its effects, for the advocates 
of the treatment by chloral recom- 
mend the administration of chloro- 
form to quiet the patient until the 
chloral acts. 

Morphia is serviceable, not only on 
account of the promptness of its 
action, but because it favors rather 
than retards the process of elimina- 
tion in one direction, namely, by dia- 
phoresis. The danger from its effects 
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upon the kidneys has been overrated. 
Upon looking closely into the subject 
we find that morphia decreases to a 
slight extent only the excretion of 
urea. Wood, Bruton, Loomis/ in dis- 
cussing the treatment of uraemia, 
allude to morphia " as an agent that 
not only has the power to control mus- 
cular spasm, but at the same time, by 
its action, tends to reopen the avenues 
of elimination, either by counteracting 
the effects of the urasmic poison on 
the nerve-centres, and thus facilitating 
the action of diuretics and diapho- 
retics, or itself acting directly as an 
eliminator." He cites a number of 
cases of uraemic poisoning, one of 
them a case of ante-partum eclampsia, 
in which morphia was used success- 
fully. The description of two of these 
cases will serve to show the action of 
morphia. The first case was that of 
a middle-aged man, suffering from 
chronic nephritis, in the course of 
which he was threatened suddenly 
with uraemic symptoms. These failed 
to yield to purgation and baths, and 
recourse was had to hypodermic injec- 
tions of morphia. As a result, the 
patient fell into a quiet sleep, during 
which diaphoresis was established. 
Twenty to thirty drops of Magendie's 
solution were given once a day for a 
njunber of weeks, together with one 
half-ounce of infusion of digitalis 
twice daily. The second case was 
one in which the convulsions of acute 
uraemic intoxication were arrested by 
morphia. The treatment was followed 
by profuse diaphoresis. Four hours 
after this the catheter was used, and 
five ounces of highly albuminous 
urine, containing blood and granular 
casts, were drawn. Loomis adds in 

» New York Medical Record, 1873. 



conclusion : " It would appear that if 
a large hypodermic injection of mor 
phia be administered at the onset of 
uraemic eclampsia, and repeated when- 
ever the premonitions of a convulsion 
are present, we offer these distressing 
cases the best chance of recovery. 
The almost uniform effect of morphia 
so administered is, First, to arrest 
muscular spasms, by counteracting 
the effect of the uraemic poison on 
the nerve-centres ; Second, to estab- 
lish profuse diaphoresis; Third, to 
facilitate the action of cathartics and 
diuretics, especially the diuretic action 
of digitalis." 

If we can be thus assured of the 
eliminative action of morphia, we have 
in its use a form of treatment present- 
ing the advantage of both controlling 
the convulsions and aiding the excre- 
tion of the toxic element in the blood. 
I believe, however, that this is claim- 
ing too much for it, and that if we 
accept this we shall be tempted to use 
morphia in cases where other forms 
of treatment are demanded; for in- 
stance, in cases where venesection, 
chloral in its milder and slower effect 
and the induction of labor are indi- 
cated. This assertion, however, does 
not vitiate the claim of morphia to the 
first place among those drugs which 
are used for prompt sedative action. 

The results of carefully collected 
and carefully noted cases, at the hands 
of various observers, will alone solve 
the question of treatment. No prac- 
titioner can rely upon one drug or 
upon one method of treatment; we 
must have at our command all the 
resources in treatment, and must learn, 
from experience, which from among 
these to select. If this experience 
can be broadened by the study of the 
cases in other hands, the number of 



Digitized by 



Google 



40 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



our resources is increased. Within a 
year two important discussions upon 
the subject of eclampsia have ap- 
peared in print ; one in The Annals 

OF GYNiECOLOGY AND PiEDIATRY, 

April, 1891, entitled "Disease and 
Functional Insufficiepcy of the Kid- 
neys in Child-bearing Women, by B. 
C. Hirst ; " the other " A Discussion 
on Puerperal Eclampsia, in the Sec- 
tion of Obstetric Medicine and Gynae- 
cology, at the Annual Meeting of the 
British Medical Association, held in 
Bournemouth, July, 1891." It will 
be of interest to examine critically 
the remarks on treatment contained 
in both of these papers. In the first 
Dr. Hirst presents briefly the report 
of eight cases, two of which terminated 
fatally; the treatment in each case 
was as follows : 

Case I. — Chloral by the bowel, 
croton oil, chloroform as soon as pre- 
monitory signs of the attack appeared, 
and a hot wet pack. 

Case II. — The treatment was the 
same as in Case I, with the addition 
of moderate bleeding. 

Case III. — Bromide of potash, gr. 
cxx ; chloral, gr. Ixxx ; morphia, gr. \, 
hypodermically ; croton oil, gtt. i, and 
elaterium, gr. ^, Hot wet pack for 
more than two hours. 

Case IV. — Chloral and bromide of 
potassium, croton oil, chloroform, hot 
wet pack and venesection to a moder- 
ate degree. 

Case V. — Treatment not mentioned. 

Case VI. — Chloral, chloroform and 
hot pack. 

Case VII. — Chloral, anaesthesia, hot 
pack and bleeding to the extent of 
twenty-four ounces. 

Case VIII. — A dessertspoonful of 
concentrated salts solution, every fif- 
teen minutes, for sixteen hours ; six- 
teen ounces in all. 



In the second paper the treatment, 
in order of preference, of those who 
took part in the discussion, was as 
follows : 

Galabin. — Venesection, to relieve 
venous congestion of the lungs and 
to arrest the convulsions. 

Byers. — States that next to chloral, 
morphia, given subcutaneously, seems 
most useful in controlling convulsions. 

Donovan. — In cases of threatened 
eclampsia, with marked albuminuria, 
small doses of chloral, saline, purga- 
tives. 

Edis. — Chloroform, followed by 
either venesection or the administra- 
ion of either chloral or morphia. 

Swayne. — ^Venesection, followed by 
chloroform and chloral. 

Auvard. — Eliminative treatment, 
anaesthesia, venesection. 

Lawton. — Nitroglycerine, morphia. 

Lawrence. — Chloral, hypodermic in- 
jections of veratrum viride. 

Heywood - Smith and Harvey. — 
Blood-letting. 

Cameron. — Alludes to the effect of 
morphia in dilatation of the cervix, 
thereby hastening the delivery. 

The majority of those who took 
part in this discussion advocated the 
prophylactive treatment by the in- 
duction of labor in threatening cases. 
This coincides with the views ex- 
pressed by Hirst^ and Fry* in this 
country. 

From a review of these discussions 
we learn that the choice of treatment 
depends upon the indications. The 
advocate of any single form of treat- 
ment finds himself at a loss in certain 
cases, and there are few who can say : 
" If I were compelled to employ but 
one remedy, it would be this or that." 



» Annals of Gynecology and Pjbdiatrv, 
ApriU 1891: 
> American Medical Association, Washington, 1891. 
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Morphia cannot be relied upon solely ; 
there are conditions which interdict 
its use. Tyson states '^ 

" Notwithstanding the enormous 
number of favorable cases which 
have been reported from the hypo- 
dermic use of morphia, I would still 
be afraid to recommend it in these 
cases. The reason the morphia treat- 
ment of eclampsia is not attended by 
fatal termination, I think, is tolerably 
plain. The vast majority of cases of 
Bright's disease, in connection with 
pregnancy, are cases of parenchy- 
. matous nephritis or tubal nephritis. 
These cases bear morphia tolerably 
well. On the other hand, it is well- 
known that cases of interstitial nephri- 
tis do not bear the use of opiates." 
The risk here, however, is not so 
great as appears at first sight, for in- 
terstitial nephritis is not commonly 
associated with eclampsia. Galabin 
asserts that " Recent acute nephritis 
is commoner than the existence of a 
contracted granular, or even a large 
white kidney." Excluding the chronic 
forms of Bright's disease, the objec- 
tion to the use of morphia, on account 
of kidney aflfection, is unfounded, ac- 
cording to Fancourt Barnes,* who 
states that in the majorityof cases the 
convulsions are not due to nephritis, 
and asks : " If there be any analogous 
example of acute inflammation of an 
organ passing away in a few hours or 
even minutes." Wood, on the other 
hand, writes as follows : " Whenever 
the kidneys are seriously diseased the 
physician should be exceedingly care- 
ful in the administration of opiates, 
because the chief channel through 
which they are eliminated is choked 
up." 



* Annals of Gyhjkcology and Pediatry, 
April, 1881. 
> British Medical Journal, II, April, 1891. 
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It appears that we have to deal with 
views which are diametrically opposed. 
In contrast to the opinion of Wood, 
we have again the teaching of Veit, 
who impressed his listeners with the 
idea that they held in their hands the 
means of rescuing every woman in 
eclampsia, namely morphia, and the 
responsibility of a fatal case rested 
with them should they fail to use this 
means. 

In conclusion, let us study for a mo- 
ment the question of treatment from 
the standpoint of statistics. The treat- 
ment by morphia presents the loi^st 
mortality, 3.3 per cent. (Veit). If wc 
look into this more closely, however, 
we find that Veit obtains his statistics 
from over sixty cases, without giving 
the exact figures. The highest mor- 
tality, according to Hirst, is found ia 
cases treated in this country, ranging 
at about 40 per cent. He presents a 
table, based upon the records of nine 
maternity hospitals, showing a mor- 
tality of 38.4 per cent, in seventy-eight 
cases. This is fallacious in one re- 
spect, namely, in that the cases which 
are treated in such institutions are 
frequently emergency cases, where the 
treatment is instituted too late. Dur- 
ing the past year, at the Philadelphia 
Lying-in Charity, two cases of eclamp- 
sia were treated ; both of these were 
admitted to the hospital in a condi- 
tion of extreme danger, and after the 
greatest neglect. One case died, 
which shows at once a mortality of 50 
per cent. In addition to this, the want 
of care in recording cases in this coun- 
try — even in the most exact institu- 
tions — has much to do with the indif- 
ferent results. Galabin' states that 
"In the Guy's Charity, during 
venesection days, the mortality in 



* British Medical Journal, September, 1891. 
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fifty cases of puerperal eclampsia was 
30 per cent. ; since venesection had 
been discontinued, the mortality in 
thirty-four cases had been only 20.5 
percent" ("Year Book of Treatment," 
1891). These statistics are also de- 
fective. It is easy to imagine that in 
the thirty-four cases, where the mor- 
tality was reduced to 20.5 per cent., 
the number of cases suitable for bleed- 
ing may have been small. If the wri- 
ter had selected fifty cases in which 
venesection was practiced, and thirty- 
four cases where it was not, the indi- 
cations for treatment being, generally 
speaking, the same in both sets of 
cases, his figures would have had more 
weight. If, again, by further observa- 
tion, he had completed his second set 
of cases to equal the first, by adding 
the record of the next sixteen cases 
treated in Guy's Charity — venesection 
being withheld — it is highly probable 
that some cases suitable for this treat- 
ment would be encountered, and the 
mortality be greatly increased. 

Winckel speaks of the possibility of 
reducing the mortality to from 7 to 10 
per cent, by the treatment now in 
vog^e in Germany, whereas Lohlein^ 
"searching the records of various hos- 
pitals has collected 325 cases of puer- 
peral eclampsia out of 52,328 labors. 
Out of these 325 cases sixty-three died 
from convulsions and fourteen from 
other causes. The mortality was thus 
19.38 per cent." ("Year Book 6f Treat- 
ment," 1891). 

The points which I desire to make 
in favor of the use of morphia, based 
upon the history of the cases which I 
have presented, upon the testimony of 
those who advocate its use, and upon 
the criticism of the statistics just under 
consideration, are the following: 

* Central, f. Gynskologie, June, 1891- 



First, the efficiency of morphia in 
those cases where the life of the pa- 
tient is threatened by the severity 
and rapid recurrence of the convul- 
sions. 

Second, the absence of deleterious 
effects upon the process of elimina- 
tion, especially in those cases where 
the kidneys are acutely aifected inci- 
dentally to the eclamptic state. 

discussion. 
Dr. William Goodell: 

I ag^ee with the writer that every case of 
eclampsia must be treated on its own merits. 
I believe in the efficacy of morphia, but I 
should not like to use it without preliminary 
bleeding. With this safeguard I have resorted 
to it repeatedly, and have found it of gpreat 
value. I should not employ it without bleed- 
ing, on account of the difficulty of eliminatioD 
in these cases. While morphia undoubtedly 
increases the perspiration and favors elimina- 
tion through the skin, yet we often find ex- 
cessive perspiration in cases of eclampsia^ 
in which no medicine has been given. I 
remember a fatal case which Dr. Stewart 
and I saw together— a stout woman who was- 
bathed in perspiration before any medicine 
was administered. Although I obtained 
much benefit from the combined use of vene- 
section and morphia, yet I had an occasional 
fatal case. So when the chloral treatment 
came into vogue I took it up with a good 
deal of enthusiasm, but not by any means- 
neglecting venesection. My results with 
chloral have been more satisfactory. As. 
illustrating the happy effect of chloral, I may 
state that the late Dr. William H. Cruice, 
who had the largest obstetrical practice in 
Philadelphia, with the exception of one mid- 
wife in the northern part of the city, had a 
series of fatal eclamptic cases. He finally 
sent for me in a very bad case. The patient 
had had a number of convulsions and had 
become comatose. He had been treating the 
case with venesection and morphia, and I 
suggested chloral. We gave a drachm of 
chloral by the rectum, and it was repeated 
later. This patient recovered. He then 
took up the use of chloral enthusiastically, 
and not very long afterwards, perhaps about 
two years, he wrote me a letter, thanking me 
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for calling his attention to its use, and stating 
that he had had eleven consecutive cases of 
eclampsia, all of which recovered under 
chloral. My rule is to administer one drachm 
of chloral by the bowel, and, as soon as the 
woman begins to come out from under its 
eflFects, to give a half drachm, repeating the 
latter as often as it may be deemed needful. 
As a prophylactic, chloral is without a rival. 
If the patient has albumen in the urine, as 
soon as labor begins I give chloral in ten 
grain doses, by the mouth, every hour or two 
hours, until the patient comes under its influ- 
ence. Should at any time during the labor a 
sudden headache occur, I usually bleed and 
increase the dose of chloral. 

The preliminary treatment which I adopted 
at the Preston Retreat, when there was albu- 
men in the urine, or the limbs were much 
swollen, or the patient complained of head- 
ache, was to keep the bowels open with com- 
pound jalap powders and give Basham's mix- 
ture. But we have to treat every case on its 
own merits. I could not g^ve up venesection* 
I have saved life by it I remember one 
desperate case to which I was called during 
the absence of the regular physician. An 
unskilled nurse and the husband were the 
only persons present. As soon as I bared 
the arm to open the vein, the husband ran 
out of the room, and, when the blood began 
to flow, the nurse dropped over in a faint, 
and I was left alone with the patient. She 
had the most violent convulsions, in which 
the blood spurted over me, the patient and 
the bed, so that when the physician arrived, 
he compared the appearance of the room to 
that of a butcher's shop. She never had 
another convulsion. In these very fat women, 
who are swollen from head to foot, I feel that 
blood-letting is the first thing to be done 
whatever may be needful afterwards. 1 have 
never ventured to use veratrum viride in the 
heroic doses which have been suggested. In 
the discussion on this subject in England, I do 
not see that anyone has ventured to use it in 
the doses recommended by its originator. 
To repeat : the remedies upon which I rely 
are venesection, morphia (hypodermically) 
and chloral (by the mouth or the rectum) 
according to the mental or receptive condi- 
tion of the patient. 

Dr. Barton Cooke Hirst: 
There is one strong reason for the use of 



morphia in eclampsia, but several good 
reasons against its use. The one strong 
reason in favor of it is the fact that it con- 
trols the convulsion, and it is the convulsion 
that usually kills in eclampsia. The reasons 
against its use are, in the first place, that it 
diminishes elimination ; in the second place, 
that no one can tell whether the convulsion 
is dependent upon interstitial nephritis or not ; 
and in the third place, that there are a certain 
number of cases in which death occurs in 
coma, thirty-six or forty-eight hours after the 
convulsions have ceased entirely. As an ex- 
ample of what I mean by my second objec- 
tion, I might describe a case that occurred in 
my practice about a year ago. The woman 
suddenly developed convulsions during labor. 
The day before, an examination of the urine 
showed it to be normal, so far as the presence 
of albumen was concerned. She had apo- 
plexy, after the second convulsion and died. 
At the post-mortem examination we found 
both kidneys cirrhotic to a marked degree, 
and on inquiry it was learned that the inter- 
stitial nephritis had probably existed for at 
least two years. If morphia had been given 
to her it would have probably robbed the 
girl of any chance she might have had. 

In the last twenty months I have seen ten 
cases, and have depended mainly upon chloral 
in one-drachm doses. Less than this is use- 
less. Of the ten I have lost two. With 
chloral, I have used chloroform, diaphoresis 
and catharsis. Once in a while I have used 
morphia in addition. In some of these cases 
I have administered a concentrated solution 
of epsom salts, in rather small doses, repeated 
frequently, until there was profuse catharsis. 
This treatment is particularly valuable in 
case the patient remains comatose after the 
convulsions have ceased. 

Dr. George M. Boyd: 

In view of the variety of opinions as to the 
aetiology of eclampsia, it would seem that mor- 
phia was indicated in certain cases. At all 
events, it would seem that it was indicated 
in those cases which we are able to watch 
and study prior to the development of the 
eclampsia, in those cases especially, in 
which urinary analysis has been made and 
albumen not recognized. In using morphia 
hypodermatically we have a prompt anti- 
spasmodic, and the narcotic effect of morphia 
is of such lasting duration that I think in 
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convulsive disorders it is more reliable than 
chloroform. I have at present, at the Lying- 
in Charity, a case in which I thought morphia 
was indicated, and in which it was used. I 
will briefly give the history : The patient was 
a primipara, aged 19 years, admitted to the 
hospital early in March. She was in good 
health, and the examination of the urine, 
which was made weekly, showed it to be 
normal On the morning of March 30 she 
complained of headache, and was put to bed. 
The resident physician, thinking that the head- 
ache was due to intestinal disorder, gave one- 
sixth of a grain of calomel, repeated fre- 
quently. At 1 1 o^clock A.M. the patient sud- 
denly developed an epileptiform convulsion, 
lasting two minutes. This was followed in 
the :next half hour by two more paroxysms. 
I had the fortune to be in the hospital at the 
development of the first convulsion, and, 
realizing its serious character, I administered 
morphia at once, giving one-quarter of a 
grain hypodermatically, and on the occur- 
rence of the second convulsion, another quar- 
ter of a grain, and subsequently an eighth of a 
grain — making in all five-eighths of a grain. 
The convulsions then ceased, and, finding 
the 08 somewhat dilated, I ruptured the mem- 
brane. Labor then developed rapidly, and 
at 5 o*clock P.M. the head was well on the 
perinseum, and then another convulsion devel- 
oped. A quarter of a grain of morphia was 
again administered, and the child was bom 
at 6 o^clock. Another convulsion occurred 
at 7.15 P.M., and a quarter of a grain of mor- 
phia was administered. At 9 o* clock another 
convulsion occurred, and another quarter of a 
grain was given. At i o'clock the next morn- 
ing there was another convulsion. The last 
conviilsion occurred at 4 a.m. During the six- 
teen hours one and five-eighth grains of mor- 
phia was given. During the intervals between 
the spasms the patient was profoundly nar- 
cotised. At times the skin was moist. In 
the first twenty-four hours she passed, by 
catheter, sixteen ounces of urine; it was 
found to contain one-fifth of its bulk of albu- 
men. In the next twenty-four hours twenty- 
six ounces, and in the following twenty-four 
hours twenty-eight ounces. The next day 
twenty-five ounces, and the next day thirty- 
two ounces. The patient had no convulsive 
seizures after 4 a.m., and is now doing nicely. 
It is also interesting to note that the infant 
had a convulsion some few hours after birth. 



Dr. Charles P. Noble: 

I wish to refer briefly to one point. I agree 
with those who believe in a somewhat gen- 
eral treatment of eclampsia, and in not re- 
stricting the treatment to any agent. What 
I wish to mention is a point which I learned 
from a gentleman who had had experience 
in insane hospitals. Some time ago I saw in 
the Pennsylvania HospiUl, with Dr. Miller, a 
patient who was admitted with puerperal con- 
vulsions, and who, practically, had suppression 
of urine. The doctor passed a tube through 
the nose into the stomach, and introduced 
large quantities of water into the stomach, 
and in that way flushed out the kidneys. 
That patient recovered. This was not the 
only treatment, but was one of the methods 
employed. Whereas, before the water was 
injected, there was suppression of urine, 
shortly afterwards the kidneys acted properly. 
This struck me as an excellent point, and I 
intend to use it if I find occasion. 

From some experience with cocaine, which 
I have recently had in partial suppression of 
urine, I should be disposed to use it hypo- 
dermatically in cases of puerperal eclampsia 
with partial or complete suppression. I have 
used it in several cases, and it seems to assist 
in bringing about a secretion from the kid- 
neys. 

Dr. R. Bruce Burns : 

Before adopting the use of morphia in the 
treatment of eclampsia, we shall have to con- 
sider that affection in its different bearings. 
We have eclampsia ante-partum, which in aU 
probability may be relieved by morphia. In 
ante-partum eclampsia, the probability is 
that it arises from an ursemic condition. We 
have eclampsia during labor^ and possibly 
reflex causes may have something to do with 
its production there, particularly if there is a 
rigid condition of the soft parts in a muscular, 
irritable patient. Then we have post-partum 
eclampsia. There it is probably due to 
uraemia. In ante-partum eclampsia it seems 
to me that it is advisable to use venesection 
at once. By doing that you relieve the ten- 
sion upon the brain, and diminish the blood 
pressure in the sinuses, and thus obviate 
serious cerebral complications. I believe 
that those cases that terminate in coma are 
attributable to cerebral effusion. 

A danger which I can conceive as resulting 
from the use of morphia is the protraction of 
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labor. During labor I think that the better 
plan is to bleed freely, and if the os is dilated 
to apply the forceps and terminate labor as 
rapidly as possible. If there is a tendency to 
convulsions, use morphia or chloroform. The 
most difficult cases are those of post-partum 
eclampsia, which often resists all methods of 
treatment. In classifying my views in the 
matter, I would say that I think that we 
have cases in which morphia may be used 
with advantage, and cases in which it had 
better be omitted. 

Dr. Joseph Price : 

The references to the statistics of the 
morphia treatment are scarcely fair, because 
the treatment by morphia is usually com- 
bined with chloral or some other method, or 
it is a mixed treatment. I wish to refer 
only to the results obtained in the practice 
of physicians in and near Philadelphia who 
have implicit faith in the value of chloral. 
The statistics of eclampsia in private prac- 
tice are not of record. A practitioner of 
Ardmore has recently had nine cases of 
eclampsia in which he relied upon chloral. 
The cases all recovered. In the practice of 
a gentleman at Chestnut Hill, there have 
been three or four cases treated by chloral, 
and all have recovered. I could cite a num- 
ber of other cases where chloral has been 
used heroically without other treatment. 

I would allude to a point spoken of by Dr. 
Bums. In my opinion some of the cases 
called eclampsia are not such. They would 
get well without any treatment ; for instance, 
I have twice relieved a patient in spasms by 
the use of a pitcher of cold water ; morphia 
or chloral were not needed. 

The most alarming cases of eclampsia that 
I have seen have been in women illegiti- 
mately pregnant. It is a curious fact that 
illegitimate pregnancy bears a common 
causal relation to this affection. They are 
seemingly the most predisposed to the affec- 
tion. The attack comes on late — a week or 
ten days before delivery. The majority 
occur before delivery — very few after de- 
livery. I have had none in labor. I recently 
had three cases sent to me for admission to 
the Preston Retreat. They were not mar- 
ried, and I could not admit them. Two were 
women in good circumstances, and I sug- 
gested that they go to a private house. I 
questioned them closely for symptoms of ap- 



proaching eclampsia, but found none, and 
I had the three return to my office stamped all 
over with eclampsia, double vision, unilateral 
headache, puffy face and irritable. In two 
cases, in twenty-four hours, they were in con- 
vidsions. I have seen this so commonly that 
I have felt like bringing the matter J>efore 
the Society with a paper. 

I think that we can prevent many cases of 
eclampsia by careful preparatory treatment, 
antedating delivery by weeks or months. If 
there is a single suspicious symptom, it is 
my practice to purge freely. If the bowels 
can be kept strictly soluble and the diet regu- 
lated and the condition of the kidneys im- 
proved, the eclampsia can usually be avoided. 
Recently a woman came into the Preston 
Retreat with double vision, unilateral head- 
ache and a puffy face. She was at once put 
upon Rochelle salts, in teaspoonful doses 
every hour, and in twenty-four hours had had 
.twenty to thirty stools. The oedema vanished, 
the double vision disappeared, and she had 
an easy labor, and never twitched, although 
she was given no chloral, no bromide and no 
chloroform. 

In the ante-partum cases, to which Dr. 
Btuns has referred, purgation, the early use 
of chloroform and the wise use of the forceps 
will save many. You must make a classifi- 
cation of the treatment as regards cases. I 
remember a case in dispensary practice 
where I delivered a woman who had just 
been in a tremendous fight. While I was 
delivering the placenta, an hour after the 
fight, the woman had a convulsion. I had 
nothing with me but morphia. I gave a 
quarter of a grain hypodermatically. She 
had no more convidsions and got well nicely. 
She had no renal trouble, nor had she other 
symptoms. The convubions must have been 
due purely to irritation. 

I recall two other cases that saw objects 
on the wall and ceiling. One of these 
women remains in the Norristown Insane 
Asylum. She got well of the eclampsia, but 
never recovered from the insanity. Before 
labor she had been perfectly well. While in 
labor she remarked that she saw something 
on the wall and had a fit. 

Dr. William S. Stewart : 

I should like to state that the case referred 
to by Dr. Goodell occurred some twenty years 
ago. In this case morphia and bleeding were 
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employed. The woman had a great many 
convulsions and bit her tongue severely, and 
I resolved to hereafter try the chloral treat- 
ment — chloral being introduced to the profes- 
sion about this time. I have since then con- 
fined myself to chloral, and have lost only one 
case of my own. This patient I did not see 
until called to attend her in convulsions. She 
was swollen so much that she could not be 
recognized. There was entire suppression of 
urine. I know of nothing that acts so promptly 
as chloral, when given in sufficiently large 
doses. I do not hesitate to give it in drachm 
doses, by injection into the rectum. The con- 
vulsions are broken at once. If I suspect the 
possibility of convulsions, I am prepared with 
the chloral and a S5rringe. During the past 
two or three years I have not had a case of 
convulsions, because, in anticipation of such 
an occurrence, I am careful to watch my pa- 
tients, and if there are any symptoms of albu- 
minuria, they are directed then to send me a ^ 
spe9imen of the prine. If my suspicions are 
verified, I at once begin the administration of 
chloral, not waiting for the convulsion. I 
was led to adopt this in a case where 1 had 
suggested the induction of premature labor, 
which was refused. There was an enormous 
amount of albumen in the urine, and at times 
almost complete suppression. I said to my- 
self, if chloral is good during the convulsions. 



why not use it before ? Having already used 
various remedies without benefit, I began 
with chloral in ten-grain doses, and the albu- 
men was reduced. The patient went through 
labor normally, and I even used the forceps 
without an untoward symptom. Some months 
later, when testing the urine, I found albu- 
men was still present 

Dr. W. Reynolds Wilson : 

Dr. Stewart's remarks in regard to chloral 
are of importance. There is no doubt that 
chloral is a most effective remedy, but I think 
that there are cases in which chloral is not 
indicated, and it is well for the practitioner to 
know that he has one other resource, that is, 
the hypodermic use of morphia. The re- 
marks in reg^d to the diuretic action of chlo- 
ral are of interest, and open a field for much 
research. There is no doubt that chloral is 
an effective diuretic. 

#n regard to the effect of morphia in delay- 
ing labor : In all the cases treated by mor- 
phia that I have se«n, the second stage of 
labor was unusually rapid. Whether or not 
this occurs in eclampsia not treated, I do not 
know. Although the first stage may be de- 
layed, the second is rapid. 

Ellison J. Morris, 
Secretary, 
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The President, Dr. W. H. H. Githens, in the Chair. 



Dr. Charles P. Noble: 

endometritis — considered 
clinically. 

It is a healthful sign of the times 
that more attention is being paid in 
medical societies to the nature and 
treatment of endometritis. Endome- 
tritis is especially important in the 
category of diseases of women, be- 
cause, almost without exception, it 
forms one stage in the progressive in- 
flammatory or septic processes which 
eventuate in salpingitis, ovaritis and 
peritonitis. Therefore the curative 
treatment, or, better, the prevention, 
of endometritis constitutes a very 
large part of the prophylaxis of pel- 
vic inflammation in women. If endo- 
metritis could be prevented, or could 
be cured early, before the inflamma- 
tion has spread to the tubes, it is no 
exaggeration to say that the number 
of sick women would be reduced one- 
third, and the number of those seri- 
ously sick would be reduced two- 
thirds. Surely, this is an object to 
insure the careful attention and efforts 
of every one who treats the diseases 
of women ! Modern abdominal sur- 
gery offers every facility for the cure 
of the morbid conditions resulting 
from pelvic inflammation, and the 
methods of work have been so per- 
fected that but little progress can be 
anticipated along the same lines. 



Progress in the future, I feel sure, lies 
in the field of preventive medicine, 
and, happily, the inflammatory dis- 
eases of women are clearly prevent- 
able. 

VARIETIES OF ENDOMETRITIS. 

Three varieties of endometritis can 
be distinguished, clinically: gonor- 
rhoeal, septic, and simple. 

The status of gonorrhoeal and post- 
puerperal septic endometritis is so 
well defined that I shall make no com- 
ments upon them further than to say 
that in my experience the chronic en- 
dometritis which results from gonor 
rhoea is apt to be suppurative, while 
that resulting from puerperal sepsis 
is apt to be haemorrhagic. Gonor- 
rhoeal endometritis, also, is much more 
difficult to cure, and extends more 
commonly to both Fallopian tubes. 
What I have called simple endome- 
tritis, for want of a better name, is 
not so easy to define. There can be 
no doubt, however, that virgins at 
times have endometritis, and that 
endocervicitis is not uncommon 
among them. It would be easy for 
me to adduce numerous illustrative 
cases. What the nature of the infec- 
tion is in these cases is usually ob- 
scure. Undoubtedly it is due at times 
to the exanthemata. Bacteriological 
studies in these cases will be of in- 
terest. 



Digitized by 



Google 



48 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



CHRONIC CONGESTION OF THE UTERUS. 

Whatever will cause congestion of 
the pelvis will bring about turgescence 
of the vessels of the uterus and endo- 
metrium, and induce hypersecretion 
from the endometrium, constituting 
uterine leucorrhoea. Among other 
causes may be mentioned constipa- 
tion, sluggish portal circulation, fee- 
ble heart, pelvic tumors, etc. This 
condition of uterine congestion simu- 
lates endometritis, but is to be strictly 
differentiated from it, because treat- 
ment should be directed, not to the 
uterus, but to the morbid condition 
producing pelvic congestion. 

It is reasonable to suppose that 
chronic congestion of the uterus is a 
predisposing cause of endometritis, 
and that it acts by lessening the re- 
sistance of the endometrium to the 
attacks of germs present in the va- 
gina. For example, it is well known 
that marked endometritis is a frequent 
concomitant of uterine fibroids ; and 
this relation is too constant to be 
purely accidental. 

RELATIONS OF ENDOMETRITIS TO 
CHRONIC PELVIC INFLAMMATION. 

What is most to be feared in endo- 
metritis is that the inflammatory 
process will extend to the uterine ap- 
pendages and peritonaeum. Unques- 
tionably, salpingitis and peritonitis 
are caused in this way almost without 
exception. The existence of salpin- 
gfitis and peritonitis argues the pre- 
existence of endometritis. The ex- 
ceptions occur in tubercular, and in 
post-puerperal cases. The rule holds 
good in the post-puerperal cases, 
but exceptionally puerperal perito- 
nitis occurs without involvement of 
the tubes. I am aware that this 



statement will not meet with univer- 
sal acceptance, but I have seen and 
operated upon women having, and 
having had, puerperal peritonitis in 
whom the tubes were healthy. The 
inflammation spread through the 
uterus to the peritonaeum, or spread 
along the pelvic lymphatics and caused 
puerperal cellulitis with peritonitis. 
This fact explains why, in post-puer- 
peral cases, recovery at times takes 
place after apparently serious salpingo- 
peritonitis. Such cases often get per- 
fectly well, and the explanation is 
that the tube is not involved. These 
facts have a decided practical bearing 
on the questions of treatment in post- 
puerperal pelvic peritonitis. 

Not only is It true that endometri- 
tis is the cause of salpingitis and per- 
itonitis, but it is also true that the 
pelvic congestion induced by these 
conditions, in turn, tends to aggravate 
the endometritis and prevent its cure. 

SYMPTOMS. 

Chronic endometritis is not ac- 
companied usually by marked symp- 
toms, other than those of leucorrhoea 
or uterine haemorrhage. I have de- 
voted special attention to this point 
in the study of cases and have found, 
when the endometritis is uncompli- 
cated, that pelvic or reflex pains are 
not complained of. When subinvolu- 
tion or metritis is present, pelvic dis- 
comfort is, at times, a symptom ; but, 
in my experience, the pelvic pain, sup- 
posed to be due to endometritis, is 
almost always due to diseased uterine 
appendages, aiid the supposed reflex 
pains have had a more reasonable ex- 
planation as being neuralgia, due to 
co-existing anaemia. I wish to lay 
special stress upon the paucity of 
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symptoms of uncomplicated endome- 
tritis, because of late the electncians 
have been teaching very curious doc- 
trines concerning this matter, greatly 
exaggerating the local and constitu- 
tional symptoms of the disease. 

FREQUENCY. 

Chronic endometritis is a very 
common disease, but in my expe- 
rience it is almost always compli- 
cated by salpingitis. This g^eat 
tendency of the disease to spread to 
the tubes is the reason why it is im- 
portant to institute curative treatment 
in the early stages. Some time ago 
I looked through my case-book and 
found that four per cent, only were 
cases of uncomplicated chronic endo- 
metritis. 

TREATMENT, DILATATION AND 
CURETTING. 

The fact that endometritis is due 
to infection requires that treatment 
should have as its object the de- 
struction of the invading germs, and 
the removal of the results of the in- 
fection (the hypertrophied or hyper- 
plastic mucous membrane), or that it 
assists the efforts of the tissues them- 
selves in accomplishing these objects. 
I believe that these objects are best 
secured by dilatation and thorough 
curetting of the uterus under rigid 
antisepsis, together with subsequent 
applications of pure carbolic acid, or 
Churchill's tincture of iodine, to the 
endometrium. This line of treatment 
is the more requisite as the morbid 
state of the endometrium is the more 
marked. And in very chronic or well- 
marked cases, in which there is great 
thickening of the endometrium, with 
general involvement of the glands of 
the corpus or cervix, it may be neces- 
sary to repeat the process. In this 



connection I wish to emphasize the 
fact that this treatment is advised 
only for cases of uncomplicated en- 
dometritis. In the treatment of cases 
of uterine congestion, due to pelvic 
tumors, or to chronic pelvic inflam- 
mation, or to various morbid states 
of the general economy, it can do no 
good. In the treatment of cases of 
endometritis, complicated by salpin- 
gfitis or pelvic peritonitis, this method 
of treatment is absolutely contra-in- 
dicated, because of its futility and 
because of its liability to induce acute 
salpingitis and peritonitis. In my 
judgment, the necessity for careful 
diagnosis in these cases cannot be 
too strongly insisted upon, in order 
that uncomplicated cases of endome- 
tritis may be separated from compli- 
cated cases. In the one, dilatation 
and curetting, when properly done,, 
is curative and safe; in the other,. 
the procedure is futile and dangerous. 
The grounds on which this method 
of treatment is advocated for well- 
marked cases of endometritis are sev- 
eral. First, experience. All who em- 
ploy this treatment claim good results 
from it, and hold that it is safe, when 
properly done, in uncomplicated cases. 
Second, logfic. In chronic endometri- 
tis the endometrium is infected and 
is thickened by inflammation. By 
using the curette vigorously most of 
the diseased membrane can be re- 
moved, and the occluded glandular 
ducts be opened, without entailing 
the formation of cicatricial tissue^ 
owing to the peculiar anatomy of the 
membrane And third, antisepsis 
and drainage are favored. Owing to 
the multitude of glands in the endo- 
metrium, it is probably impossible to 
disinfect it, hence antiseptic meas- 
ures should be directed rather toward 
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aiding the tissues (phogoc)rtes) in 
their battle against the germs than 
toward active disinfection. Applica- 
tions of tincture of iodine, or pure 
carbolic acid, after curetting, probably 
aid in disinfecting the endometrium, 
but I think that their utility depends 
rather upon their mild caustic action. 
Drainage, which is secured by dic- 
tating the cervix, is a distinct gain, as 
preventing the retention of the dis- 
charges. 

Opposition to this method of treat- 
ment comes only from two sources. 
Certain surgeons claim that the treat- 
ment causes pus tubes, but they 
fail to report evidence to support their 
claims. In order to prove their posi- 
tion cases must be adduced in which 
the tubes were healthy, but in which 
salpingitis developed immediately or 
shortly after dilatation and curetting 
done under anaesthesia and with rigid 
asepsis. So far as I know, this has 
not been done. The point that is 
lacking is, knowledge of the state of 
the tubes before curetting. In the 
absence of this knowledge it is more 
ration^ to suppose that salpingitis 
existed prior to the curetting, and 
that it was aggravated by it. The 
electricians also oppose the curette, 
advocating instead the galvano-cau- 
terization of the endometrium. There 
is good reason to believe that galvano- 
cauterization will cure endometritis, 
but the treatment is tedious and 
painful, and there is a positive danger 
of causing atresia of the canal at times, 
and more frequently of blocking up 
the mouths of the utricular glands 
by the cauterizing process. 

Dilatation and curetting is an oper- 
ation which requires the same care to 
achieve good results which is given 
to other operations on the uterus. 



The patient's bowels should be well 
cleared out, and her skin be put in 
good condition by the bath. Anaes- 
thesia is indispensable; without it 
the vagina cannot be well scrubbed, 
nor can the operation proper be thor- 
oughly done. The vagina should be 
carefully scrubbed with soap and 
water, then irrigated and douched with 
sublimate solution. The cervix is now 
exposed by means of the perineal 
retractor, seized with a bullet forceps, 
gently and moderarely dilated with 
Goodell's dilators, and then the entire 
canal of the uterus is thoroughly cu- 
retted with the sharp curette. The 
dibris is now washed away, an appli- 
cation of pure carbolic acid or of 
Churchill's tr. iodine made, and the 
uterine cavity is lightly packed with 
gfauze. The gfauze is removed the fol- 
lowing day, and serves* to bring away 
any dibris which has remained in the 
uterus. I have not used it to prevent 
haemorrhage, for I have had none, nor 
do I use it to dilate the uterus, for 
that has been done already. 

The patient should remain in bed 
at least three days, and be confined to 
her room for a week, being on simple 
food, and the bowels kept open. 

In my hands, cases of uncomplicated 
endometritis, treated in this way, have 
been cured, or much improved, and 
in no case has salpingitis been pro- 
duced. Such being the case I am un- 
able to comprehend the grounds on 
which the process is opposed, and am 
at a loss to understand how those who 
oppose the curette cure their cases of 
villous endometritis with metrorrha- 
gia, and their cases of endometritis, 
with well-marked glandular involve- 
ment with purulent discharge. 

GENERAL TREATMENT, 

both hygfienic and medicinal, is of the 
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highest importance in the cure of en- 
dometritis. Each patient should be 
carefully studied, proper hygienic di- 
rections given, and any special indica- 
tions met by appropriate remedies. 
Especially should the bowels be kept 
regular. 

VAGINAL MEDICATION, 

painting the vault of the vagina with 
Churchill's tr. iodine, the use of the 
glycerine tampon, and the hot-water 
douche is always of value, and in mild 
cases will effect a cure. This treat- 
ment is especially effectual when the 
endometritis is kept up by pelvic con- 
gestion due to subinvolution following 
labor. Undoubtedly it is more effec- 
tual for the cure of pdvic congestion 
than for the cure of endometritis. The 
advantages are that it is perfectly safe 
and that it is painless. All cases in 
which there is a reasonable doubt con- 
cerning the existence of salpingitis 
should be treated by this method un- 
til the doubt is cleared up. Tender 
appendages, tender masses lateral to 
the uterus, are due at times to ovaritis 
and pelvic hyperaesthesia and not to 
salpingitis. Hence, in many cases the 
practical man will use this treatment 
until the diagnosis is completely made. 
It can do no harm, and does g^eat 
good, especially by improving the pel- 
vic circulation. Its good effect in en- 
dometritis can be rationally explained 
only upon the supposition that by im- 
proving the circulation of the uterus 
it assists the tissues in bringing about 
an arrest of the inflammatory process. 

APPLICATIONS TO THE ENDOMETRIUM 
WITHOUT DILATATION 

should be divided into applications 
below the internal os and applications 
to the entire uterine canal. Non- 
caustic applications to the cervical 



canal are unobjectionable, and are 
indicated in mild cases of cervical 
endometritis. When the Nabothian 
follicles are markedly involved, the 
curette should be used. The value of 
applications to the entire uterine 
canal, except after the use of the dila 
tor and curette, is very questionable. 
The procedure is quite painful, and 
induces, at times, severe uterine colic. 
When the applicator is used, most of 
the medicament is squeezed out of 
the cotton in the cervix, so that but 
little reaches the body of the uterus. 
This method of treatment was much 
used twenty years ago, and the result 
of the experience of those using it was 
that it was ineffectual, painful and 
dangerous. (Thomas, Emmet, Good- 
ell.) The accidents (peritonitis) en- 
countered, presumably, were due to 
the fact that complicated cases were 
treated. The peritonitis was ascribed 
to the entrance of fluid into the peri- 
tonaeum through the Fallopian tubes 
—sometimes forcibly injected by the 
syringe — sometimes driven into the 
tubes by the spasm of the uterus. 
More probably it was due to traction 
and manipulation of tubes containing 
septic material. It seems to me that 
the evidence upon these points is con- 
clusive, and that applications to the 
endometrium, through the undilated 
cervix, should be considered painful 
and futile. If the uterine syringe 
is used through the undilated cervix, 
there is positive danger of forcing the 
medicament into the tubes. Person- 
ally, I find no need for the uterine 
syringe under any circumstances, and 
feel that it should be consigned to the 
medical museum. For making appli- 
cations to the undilated uterine canal 
the experience of the past has shown 
it to be dangerous ; and, for making 
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applications to the dilated canal, it is 
not so useful as the cotton-wrapped 
applicator. The applicator can be 
made to come in contact with every 
point of the canal, and a thorough, 
and if necessary a prolonged, applica- 
tion of a medicament can be made ; 
whereas, with the syringe the medi- 
cine is injected and immediately runs 
out, and it is largely a matter of chance 
as to what part of the uterine canal is 
treated. 

THE INTRAUTERINE GAUZE PACK 

has become a popular method of treat- 
ment of late years. This method is a 
development of the method of Vulliet 
of dilating the uterus by packing it 
with cotton tampons. It has been my 
practice always to tampon the uterus 
lightly with gauze after curetting. 
The gauze is removed the following 
day and serves to bring away any 
dibris which has remained in the 
uterus. I have had but little experi- 
ence with the prolonged and repeated 
use of the gauze pack, and hence speak 
of it with diffidence. In one case of 
gonorrhoeal endometritis, of three 
years' standing, and with marked 
glandular involvement, which I cu- 
retted, I removed the gauze on the 
second day, replaced it, and removed 
it the second time on the fifth day. 
Somewhat to my surprise, when the 
gauze was removed, at least a half 
ounce of sanious mucus followed it. 
In this case it did not act as a drain, 
but as a hindrance to drainage. In 
the future I shall feel inclined to re- 
move the gauze daily. In office prac- 
tice, in cases seen after curetting, I 
have found it very painful to intro- 
duce the packing ; and it has occurred 
to me that the Philadelphia uterus is 
not as tolerant as that of New York, 
and of Continental Europe. 



As my experience grows, I feel 
more and more convinced that the 
fewer applications that are made to 
the endometrium above the internal 
OS, in office practice, the better it is 
for the patients. 

For several weeks after dilatation 
and curetting, and in cases having a 
very patulous uterine canal, an excep- 
tion can be made. But as soon as the 
effect of the dilatation disappears it is 
best to recur to vaginal treatment, 
and if after a reasonable time recov- 
ery does not ensue, it is better to re- 
peat the process, rather than to per- 
sist with intrauterine applications. 

TREATMENT OF COMPLICATED CASES. 

In no disease are complications or 
extensions of the disease more com- 
mon, and in the individual case com- 
plications must be recognized and the 
treatment varied to meet the indica- 
tions. Pelvic congestion, subinvolu- 
tion, metritis, displacement of the 
uterus, inflammation of the append- 
ages and peritonitis are the most 
common complications. The cause 
of the pelvic congestion must be 
sought for and appropriate treatment 
instituted, as diet and laxatives for 
constipation, exercise for sluggish 
portal circulation, strychnia and digi- 
talis for a feeble heart, and strychnia 
and small doses of ergot for atonic 
pelvic vessels. Subinvolution is best 
treated by the boroglyceride tampon 
and the hot douche locally, small 
doses of ergot, tonics and reconstruc- 
tives internally, together with grad- 
uated exercise out of doors. For 
metritis the same treatment is indi- 
cated, and, in addition, the local ab- 
straction of blood (two to four ounces 
weekly) and the repair of the cervixy 
if lacerated. Displacement of the 
uterus should be corrected. Where 
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the tubes, ovaries and peritonaeum 
are involved the inflammation of these 
structures is the disease, and the en- 
dometritis is the complication. 

All operations upon the uterus and 
intrauterine applications are contra- 
indicated where salpingo-peritonitis 
exists. Pelvic local treatment should 
be restricted to vaginal applications. 
Whether the uterine appendages 
should be removed depends upon 
their condition. If adherent and per- 
sistingly painful, in spite of treat- 
ment, or if the tubes be occluded and 
retention cysts have formed, or if pus 
be present, the appendages should be 
removed. If, after recovery from the 
operation, the endometritis persists 
and causes distress, the uterus should 
be dilated, thoroughly curetted, and 
cauterized with satiurated solution of 
chloride of zinc. As the function of 
the uterus is in abeyance it is imma- 
terial if its canal becomes obliterated. 

PROPHYLAXIS. 

From the nature of the pathogeny 
of the disease it follows that its pre- 
vention depends upon a strict per- 
sonal hygiene among women, es- 
pecially strict cleanliness of the geni- 
talia ; the early treatment of vaginitis 
when due to indiflferent irritants or to 
accidental infection with germs, other 
than the gonococcus; and upon the 
prevention of gonorrhoea and of sep- 
sis in child-bed. 

CONCLUSIONS. 

Endometritis is due to infection. 
All causes of pelvic congestion act as 
predisposing, causes of endometritis, 
and later tend to aggravate and per- 
petuate the disease. The rational 
treatment of endometritis consists in 
the employment of those agents which 
lessen pelvic congestion, which assist 



the tissues in combating the invading 
germs, and in getting rid of the re- 
sults of their activity. 

In typical cases Df uncomplicated 
endometritis, dilatation and curetting 
of the uterus, under anaesthesia, and 
with full antisepsis, with subsequent 
applications of Churchill's tincture of 
iodine, or pure carbolic acid, best ful- 
fill the indications. The general con- 
dition of each patient should be stud- 
ied, and each indication should be 
met by appropriate hygienic or med- 
icinal treatment. 

The use of the hot douche, paint- 
ing the vault of the vagina and the 
cervix with tincture of iodine, and the 
use of the glycerine tampon is valu- 
able in all cases, and curative in mild 
cases. This plan of treatment should 
be employed always so long as there 
is any suspicion concerning the exist- 
tence of salpingitis. 

Intrauterine applications, by means 
of the cotton-wrapped applicator, are 
valuable and safe when the uterine 
canal is patulous, but are painful and 
of little value if that canal is con- 
stricted. Intrauterine medication 
should follow curetting, not precede 
it ; and because of the pain it causes 
it should be employed only when 
strictly necessary. 

Careful, thorough diagnosis is very 
necessary. All complications should 
receive appropriate treatment. The 
most common complication — really, an 
extension of the disease— is inflam- 
mation of the uterine appendages. 
Where this exists, it is of such gravity 
that it should be considered the dis- 
ease, and the endometritis a complica- 
tion. During the existence of tubo- 
ovarian inflammation operations upon 
the uterus and intrauterine medica- 
tion are contraindicated. Should the 
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uterine appendages be removed, and 
the endometritis persist, it should be 
treated by curetting and cauterization. 



discussion. 

Dr. E. E. Montgomery : 

Dr. Noble has given us a very clear and 
able presentation of the subject of endo- 
metritis. The importance of this disease 
cannot be overestimated when we consider 
the probability of the extension of the disease 
from the uterine mucosa to that of the tubes 
and thence to the peritonseum and ovaries, 
and the serious maiming of the individual, 
not only in the function of these organs, but 
in the general health during subsequent 
years. The almost absolute impossibility of 
restoring the function also indicates the im- 
portance of early treatment in such diseased 
conditions. 

In speaking of the induction of sepsis and 
extension to the uterine mucosa, with subse- 
quent involvement of the peritonaeum, I under- 
stood the author to say that this takes place, 
not infrequently, independendy of the tube, as 
is shown by the fact that operation discloses 
the tube to be perfectly healthy. An experi- 
ence of my own a year ago has led me to 
believe that the tube may be the carrier of 
infection without itself being infected, that a 
patulous tube may be the canal through 
which the disease is carried to the peritonaeum 
and ovary, without itself undergoing inflam- 
matory action. A young woman was confined 
for the first time. The labor was easy, but 
three days later there was a considerable 
elevation of temperature. At the end of a 
week I was called to see the patient, in a 
neighboring city, to determine whether there 
was any involvement of the peritoneal cavity 
necessitating operation. Careful examination 
under an ansesthetic failed to disclose any 
evidence of involvement of the peritonaeum. I 
could not determine that the tubes and ovaries 
were affected. The uterus was dilated by the 
introduction of the finger, and there was at 
once an unpleasant odor perceptible. This 
had not been recognized before. Intrauterine 
injections had been employed from the time ^ 
of the development of the elevation of tem- 
perature. The uterine cavity was curetted 
with the finger and a blunt curette, washed 
out with an antiseptic solution and then 
packed with a twist of iodoform gauze. This 



was permitted to remain forty-eight hours. 
The temperature became normal and re- 
mained so for fifty-four hours. After this the 
temperature ranged between 99^ and loi*^, 
with rather frequent pube for nearly three 
weeks, at the end of which time it again 
reached xo6^ I saw her again at this time, 
when careful examination still failed to dis- 
close any signs of involvement of the perito- 
naeum. Hoping that the condition might be 
a temporary one, I suggested a plan of treat- 
ment with the idea that, if not successful, 
exploratory incision should be made. In less 
than forty-eight hours I was again summoned 
on account of recurring chills and high tem- 
perature. The abdomen was opened. There 
was nothing in the walls of the uterus that 
indicated inflammation. The tubes were 
healthy. Projecting from the orifice of the 
left tube was a small piece of lymph, with a 
similar portion on the surface of the left 
ovary. The ovaries and tubes were removed. 
The left was four times its natural size and 
contained a teaspoonful of greenish-yellow 
pus. The temperature at once subsided and 
the patient very promptiy recovered. 

The rapid extension of the disease from 
the tubes to the pelvic structures indicates 
the importance of rendering the uterine canal 
sterile as early as possible. I do not believe 
that there is any better plan in acute sepsis 
following delivery than to thoroughly dilate 
the canal and curette the cavity, washing it 
out to render it sterile and drain by the intro- 
duction of a twist of iodoform gauze. This 
insures drainage, and there is a likelihood 
of relief of the trouble without further exten- 
sion. I believe that the majority of cases of 
endometritis, and consequentiy of salpingitis, 
are the result of regurgitation of fluid into 
the tube on account of obstruction to its 
passage through the cervical canal. In these 
cases we have desquamation of the epithelium 
with swelling of the mucous membrane. 
The narrowest portion of the canal is at the 
internal os, and thus we have here constric- 
tion due to inflammatory conditions, and the 
discharge which is increased in quantity 
makes its exit with difficulty. The uterus 
undergoes contraction in order to force out 
the fluid, and if the cervical opening is not 
readily distended, the fluid regurgitates into 
the tube. If such a patient is subjected to 
examination by a careless physician or one 
who uses the sound, infectious material may 
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be carried into the uterus, and quickly extend 
to the tubes, with the development of serious 
trouble. These cases are greatly benefited 
by dilatation, moderate curetting, drainage 
and rest. I care not whether the drainage 
be accomplished by gauze or by the use of a 
stem with grooves upon its side, in order that 
the discharge may have a ready exit. I do 
not believe that dilatation is necessarily 
contraindicated, even when salpingitis exists, 
that is, where inflammation of the mucous 
membrane of the tubes is present. If we are 
able to secure drainage from the uterus and 
prevent further regurgitation and secure 
emptying of the tubes, I am sure that many 
cases will be relieved and the disease cured, 
where if this is neglected the patient will 
necessarily be subjected to an operative pro- 
cedure of a sacrificial character. 

In performing operations, every aseptic 
precaution should be observed. This is as 
important as in operations upon the peritoneal 
cavity. The vagina must not only be irri- 
gated but thoroughly scrubbed, and for this 
purpose there is nothing better than an appli- 
cation of green soap with a five to ten per cent, 
solution of creolin. The mucous membrane 
should be thoroughly scrubbed and washed 
before we proceed to disturb the uterus. The 
advantage of creolin over the bichloride is 
that it does not constrict the tissues. It 
leaves the parts in a more relaxed condition 
and less dry than after the application of the 
sublimate solution. Before proceeding to 
dilatation the cavity of the cervix should be 
curetted and disinfected. In the main I 
fully agree with Dr. Noble in regard to the 
importance of dilatation and curetting, and 
particularly of drainage and rest. Many of 
these cases can be treated in this way and 
more accomplished in two or three weeks 
than by the ordinary methods in as many 
months. 

Dr. Joseph Price: 

You have all repeatedly heard my views 
upon this subject, and I scarcely feel like en- 
tering this discussion. I sometimes think 
that these methods of treatment are very 
much like locking the stable after the horse 
has been stolen. A woman returns from her 
wedding trip with advanced mischief, and I 
scarcely think that curetting, iodine and car. 
bolic acid, single or mixed, will save her from 
the mischief that follows. The discussion 



seems to fortify this statement. I will refer 
only to two cases. In a recent discussion in 
the New York Obstetrical Society a gentle- 
man spoke of a case of endometritis which 
he had curetted, drained and applied solutions 
to and sent her home well. In the course of 
two months she returns with two ovarian 
abscesses and pus tubes. These are removed 
and she gets well. Dr. Montgomery cites a 
case in which he etherizes, examines carefully 
and fails to find ovarian or tubal disease. 
He directed intrauterine treatment, and ova- 
rian abscess and disease of the tubes follow, 
for which he does an exploratory incision. 
In this case it would be interesting to know 
the causal relation that the primary trouble 
bears to the tubal and ovarian disease. 
Again, it would be interesting to know the 
causal relation of the dilatation, intrauterine 
treatment and traumatism to the abscess 
and the lymph he found in his exploratory 
section. These are questions worth consid- 
ering in this discussion and in the manage- 
ment of similar cases. Our knowledge of 
this subject is accurate, and men should not 
grrope in darkness and g^ess at what is best, 
nor should they resort to exploratory methods 
blindly. 

Dr. E. E. Montgomery: 

Dr. Price has evidently misunderstood my 
remarks. This woman had had a child a 
week before I saw her. The cavity of the 
uterus was distended with infectious material, 
which was scraped away. 

Dr. Joseph Price: 

I did not mean to criticise Dr. Mont- 
gomery's case, except as a type of the vast 
number of similar cases on record. Gynse- 
colog^ts of the present day are coming back 
to the scientist's position and accepting facts 
only. When we hear men talking about en- 
dometritis in all its varieties, it is natural to 
ask them if they can demonstrate such con- 
ditions with the uterus in their. hands. I 
know very well that many years ago the con- 
dition of affairs that we find so commonly in 
the female pelvis did not exist to the same 
degree as at present. Pus tubes and ovarian 
abscesses were not by ninety per cent as 
common as they are now. There is no ques- 
tion that the multiplication of railroads, the 
artificial methods of living, conventionalities 
of society and the vice that prevails in g^eat 
cities predisposes to these troubles. We 
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know that gonorrhoea is exceedingly common, 
and we know the causal relation that it bears 
to pelvic inflammatory trouble. Again, I 
know that where I find only one railroad in a 
town, I find but few cases of advanced mis- 
chief. Where we have no railroad in a small 
city there is almost a total absence of such 
troubles. I know this, not from one year's 
experience, but from ten years* study and 
most careful observation. I have just re- 
turned from a small city with a railroad only 
for a few years, and I took pains to ascertain 
the presence or absence of pelvic inflamma- 
tory trouble. I was told by four respectable 
physicians that such a thing did not exist I 
went from this town to a railroad and manu- 
facturing centre, and examined some ten pa- 
tients and found advanced mischief — every- 
thing in the pelvis worthless so far as physio- 
logical function was concerned. I allude to 
these cases for two purposes. I am not quite 
willing to say that they are whoUy due to 
vice and the advance of civilization, or that 
they are wholly due to gynaecology, but they 
are due to both. Six of the ten cases had 
been treated by six of the prominent gynae- 
cologists of America. Some had the cervix 
dilated and the uterus curetted. Another 
had had the cervix closed. All of these men 
have criticised my position on this subject 
They have alluded to the fact that a paper 
has been read upon the subject by Dr. Price, 
saying that such methods have been criti- 
cised, and that certain troubles have been 
said to follow the treatment, and then have 
remarked that if the cases are properly 
selected and proper antiseptic precautions 
adopted, such mischief does not follow. 
These are their criticisms on my observa- 
tions, but the cases that I examined four 
days ago came from these* very men. I have 
been on the alert, and have been making 
most careful notes and studies, and have had 
the assistance of not a few men of rare judg- 
ment and experience. 

Take these specimens shown by Dr. Gush- 
ing with malignant disease, extending to the 
internal os, no doubt with disease of the 
tubes and ovaries, and yet no evidence of 
endometritis. I have removed fifty-four uteri 
for malignant disease, and with many of 
these have been associated pus tubes and 
suppurating ovaries, but in not a single case 
have I found endometritis that I could not 
wipe away with a piece of cotton or gauze. 



I have removed eighty-two huge fibroids, 
another condition accountable for the endo- 
metritis so often found. In about every case 
I have incised the uterus with the specific 
purpose of studying this subject. It is ex- 
ceptional that I find that condition of affairs 
so much preached about and to cure 
which so much is done. Again, the men who 
talk the most about this subject, I venture to 
say, are the men who have incised the fewest 
uteri and have made the fewest microscopical 
observations. They talk loftily about scien- 
tific work and microscopical investigations, 
but some of them have never even extirpated 
a uterus, — ^had none to examine, none to 
take sections from. I do not mean to say 
that endometritis does not exist I know 
better. I know that it begins as a catarrhal 
trouble at the vulva or vagina and extends to 
the cervix, to the endometrium, to the tube 
and ovary, and becomes a peritonitis, and 
this saves the woman by sealing up every- 
thing. The mischief, however, has been 
done before the treatment is commenced, 
and in many cases the treatment is respon- 
sible when done for fancied disease. I enter 
this discussion purely to call a halt in all this 
tinkering. I do too many sections to save 
lives, and I find too much mischief to keep 
silent on a subject of this importance. 
Teachers are continually saying, with my 
paper in view, that the cases have been im- 
properly selected or improperly treated. The 
very class of cases that I am talking about 
are coming from these men. The Philadel- 
phia uterus does not differ from the New 
York or German uterus. The author of the 
paper this evening takes precisely the op- 
posite position from what is taken in New 
York. In the presence of tubal or ovarian 
disease, if he recognized mischief above the 
uterus, he would not dilate, or drain, or 
make local applications. I agree with him 
wholly in this. In New York the cavity of 
the uterus seems to be considered venomous. 
Huge pus tubes may exist, but the condition 
of the cavity of the uterus must be relieved 
before the tubes are removed. It matters 
not what is beyond the uterus— it must be 
prepared, or these germs will crawl up and 
kill the patient from sepsis. 

You will pardon me if 1 allude to an old ex- 
perience. I presume that I treated hundreds 
of women at the Midnight Mission. I never 
dilated once or curetted once, notwithstanding 
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they were courtesans and chronic inebriates, 
some of them on the town for ten years. I 
never made any local applications, but put 
them on good food and iron. They were 
kept clean. Some may have had the vaginal 
douche. Some had not conceived for three 
to five years. Some of them— say, two per 
cent.— had sections for the removal of tubes 
and ovaries larger than the uterus. Of 
this g^oup twenty per cent, conceived within 
six months after leaving the institution. This 
was the experience that put me on my guard 
and made me give the subject that considera- 
tion that induced me to take the position 
that I now hold. The last author on this 
subject— a Frenchman— has distinctly said 
that there is no evidence of endometritis in 
these cases, although the tubal disease is 
present. 

The author to-night has alluded to the 
simple and the chronic forms. It will re- 
quire a careful analysis of cases and sti^dy 
of specimens to make such a classification. 
Aveling has written of nidation and denida- 
tion. If you examine one hundred uteri, 
how many will show nidation, how many 
denidation, and how many endometritis? 
You will find that they are different stages of 
the same retrograde change. 

Puerperal peritonitis. I have watched a 
patient with puerperal peritonitis for three to 
five days, purging and using large intra- 
uterine douches. The peritonitis has con- 
tinued, and I have opened the abdomen and 
found a pint of muddy fluid and some adhe- 
sions and lymph of recent formation. I have 
found a black and angry tube, a tube so 
gangrenous that it could be peeled out of the 
crest of the broad ligament. 

This subject is too g^eat to enter into fully 
and completely, but I have expressed myself 
plainly just as I feel and just as I act. I do 
feel that we have too much gynsecological 
tinkering, too many gynsecological operations 
and too many gynaecologists. The older 
gyneecologists are not doing so much mis- 
chief because they are men of much experi- 
ence and good judgment They were all- 
around practitioners and general surgeons 
before practising gynaecology. It is the 
young men who graduate as gynecologists 
who are doing the mischief, who have not 
had a varied experience in medicine, but want 
to do an abdominal section before even vacci- 
nating a baby. 
5 



Dr. Noble: 

I wrote a note to Dr. Price, in view of this 
discussion, asking him to tell us how he would 
treat a case of fungous endometritis with re- 
sulting haemorrhages, and particularly a case 
of endometritis following abortion, where 
more or less of the ovum, or where a portion 
of the decidua, is retained. I should like him 
to tell us how he cures these cases without 
the use of a curette, or the finger used as a 
curette in the cases of incomplete abortion. 

Dr. J. Price : 

As a rule, the uterus empties itself. 'My 
experience in abortions is pretty much as 
that in midwifery. I am called to deliver a 
placenta, and when I arrive find it in the 
vagina. I have only exceptionally found the 
product of conception retained. Where such 
was the case I have removed it with my 
finger and washed out the uterus. As a rule, 
I have been able to do this with my finger. 
I draw the patient well towards me, and 
without an anaesthetic use the finger, which I 
consider the best curette in these cases. 
Cases of abortion, with moderate irregular 
bleeding, 1 treated on general principles, 
building them up and, perhaps, giving a 
mixture of ergot if the trouble has gone be- 
yond five or six months. 

Dr. Joseph Hoffmann : 

I see here and there over the room a scalp 
peeping out through the hair, and pretty 
soon this condition will be attributed to some 
form of coccus. This would be as logical as 
to ascribe all cases of endometritis to infec- 
tion. Suppose that these cases of endo- 
metritis are due to infection, how shall we 
get rid of the dirt in the vagina ? We know 
that certain experimentalists resort to oxalic 
acid and permanganate of potassium, but it 
has been discovered that even this does not kill 
all the germs. If they are infectious, what can 
soap do ? If oxalic acid and permawganate of 
potassium does not reach them, what will 
simple scrubbing do? If these germs are 
found all over, how is it that every woman 
does not have endometritis ? This is illogi- 
cal, for nothing is more certain than that 
many cases of endometritis are due to nothing 
else than mechanical conditions or physiolo- 
gical perversion. Dr. Noble criticises the 
gynsecologists who use electricity, thereby 
cauterizing the uterus, and then Dr. Noble 
uses chloride of zinc. If there is any cantery 
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more powerful than chloride of zinc, I do not 
know it. It is a most irritant caustic, is 
dangerous, and you cannot control it. Dr. 
Skene remarks that to stop the secretion does 
not cure the disease, and wants to know how 
far the caustics may go to produce cicatriza- 
tion in the uterus, as they do outside. We 
all know that by caustics well applied we 
might entirely stop the secretion from the 
eye, but we should not have left a perfectly 
healthy membrane. How much more will 
strong caustics do this, if nitrate of silver and 
alum will? As to carbolic acid, we know 
that this agent is capable of producing 
necrosis and slough by external application, 
so why its intrauterine application is regarded 
with so much complacency is puzzling. 

A word in regard to dilatation. It is said 
that we should dilate to permit a free flow of 
fluid.' How many women are there who 
menstruate freely through an os no larger 
than the end of my pencil ? There is abun- 
dant haemorrhage, which escapes readily, 
which shows that operation is unnecessary. 
If the cocci are the cause of the trouble, will 
there not be increased danger from the 
lacerations caused by the dilatation ? 

Dr. Noble asks for proofs that dilatation 
causes subsequent trouble. I have watched 
a series of cases by certain operators, one of 
whom claims to be able to feel dilated veins 
in the broad ligament. If this is possible, he 
should be able to feel an enlarged tube and 
ovary. Now, when these same men have 
begun with the perinaeum and cervix, going 
on to dilatation and curetting, and have 
ended with abdominal section for pus tubes, 
is it not time either to stop claims for ultra- 
exact diagnosis or to confess that intra- 
uterine treatment may do serious damage 
when we least expect it so to do ? Such are 
the facts. Though they may be ignored, 
passing them over does not reply to them or 
negative them. 

Dr. M. Price : 

I rise to ask if it is admissible to report 
cases and point out the men who sit in this 
Society who did the work ? If it is, I have 
eight or ten cases belonging to this Society 
and I should be glad to report them, men and 
all. With some of the cases I have had to per- 
suade the patients that a criminal prosecution 
would end in failure and involve them in great 
expense, in order to save my brother Society 



men. I have a number of these cases that 
have been dilated and curetted by men in 
our Society. Dr. Noble asks for proof. I 
can g^ve it to him if it is admissible. Piles 
of it, following the woman straight from the 
doctor's office to her bed in a distant city, 
and her life at death's door when I visited 
her, and a section necessary. The wonderful 
manipulative skill and diagnostic powers of 
this man could not detect the first symptom 
of disease, and he said to the woman in a 
most emphatic way, " All you-need is dilata- 
tion and intrauterine applications and you 
will have a baby inside of eighteen months.*' 
That is one case only, but I have something 
short of a dozen of them. 

Dr. Charles P. Noble : 

I am glad that the subject has elicited such 
full discussion. I wish to call attention 
especially to peritonitis after labor without 
involvement of the tubes. Last year I 
reported four cases in which there was 
peritonitis, and in three of which abdominal 
section was done, and in which there was 
found abscess in the broad ligament, the 
tubes being free and healthy. The fourth 
case was not conclusive. There was an 
abscess following abortion, which I opened 
in the loin. There was no fixation from the 
vagina. The only rational explanation was 
the breaking down of a lumbar gland. In 
three cases the abdomen was opened and the 
abscesses were evacuated by a second in- 
cision above Poupart's ligament. I can also 
refer to the post-mortem work at the Phila- 
delphia Hospital, done by Dr. Parish, in 
which there was a large number of cases of 
peritonitis without involvement of the tubes. 
1 do not think that this is the rule even in 
puerperal cases. But this fact is the ex- 
planation of why in puerperal peritonitis the 
whole trouble often clears up and the patient 
gets entirely well without operation and sub- 
sequently bears children. 

I am sorry that the gentlemen who took 
issue with the line of treatment for endo- 
metritis laid down in the paper did not tell us 
what they do for the cure of their cases. So 
far as I can make out, they allow their 
patients to run on until they get pus tubes 
and then remove them. We are, therefore, 
to conclude that the result of their plan of 
treatment is to multiply the number of sec- 
tions. 
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With regard to the relative frequency of 
diseased appendages in cities and rural com- 
munities, there can be no question that 
greater frequency of these conditions in 
cities is due to the prevalence of gonorrhoea 
and puerperal sepsis. I do not think that 
this is new. Bemutz, in 1840-50, found 
these diseases prevalent in Paris. He es- 
tablished the whole pathology of pelvic in- 
flammation before anyone thought of taking 
out the diseased tubes. If we had had care- 
ful investigations made ten centuries ago in 
large cities, I have no doubt the same diseases 
would have been found. 

Dr. Price states that he has never seen the 
evidences of endometritis. That is a strictly 
pathological question to be settled by the 
microscope. Pathologists tell us that they 
find this disease, and the question is whether 
you will take the testimony of the naked eye 
or that of the microscope. I know, from my 
experience with the curette, that there is a 
marked difference in the endometrium in 
different cases. Frequently you will find 
nothing that can be removed, while at other 
times the softened, thickened endometrium 
literally comes away by drachms. 

The contrast in these cases is so marked 
as to be convincing to anyone whose mind is 
constructed on ordinary principles. 

I have taken out pus tubes in cases that 
have had dilatation, curetting or the peri- 
naeum sewed up, but that does not prove that 
the condition of the tube had anything to do 
with the operation. There was no proof that 
the salpingitis was not present before opera- 
tion. 

In regard to theoise of caustics, I stated 
that I used chloride of zinc only in cases 
where the appendages had been removed 
and the function of the organ was gone. I 
do not advocate its use in functionally active 
uteri, nor would I use it in such cases. With 
reference to cicatrization from tincture of 
iodine or carbolic acid. Dr. Hoffmann seems 
to have an unusual experience in the use of 
these drugs. I have never seen sloughing 
follow the use of either of these agents, nor 
do I expect to have cicatrization result. The 
supposed danger of the destruction of the 
glands of the cervix and uterus is purely 
imaginary. In the paper I clearly pointed 
out that there was a distinction to be drawn 
between a uterine leucorrhcea from conges- 
tion and an endometritis where there is a 
positive lesion in the uterus. 



Dr. M. Price: 

report of two cases of left ijt 
guinal colotomy for obstruc- 
tion of the bowel. 

The first case is that of a woman 
50 years old, Mrs. F., who had been 
suffering for a considerable time with 
a stoppage, as she called it, of the pas- 
sage. She was under my care for 
nearly two years before the operation, 
and dilatation was used, but with no 
benefit, and at times there was vio- 
lent haemorrhage. At the time of the 
dilatation she was spending most of 
her time, day and night, in an effort 
to have her bowels moved. The strict- 
ure was high up in the bowel, and was 
thought to be malignant. An oper- 
ation was thought to be the only way 
out of the difficulty. The condi- 
tions, and the dangers of an opera- 
tion, were explained to the patient, and 
she accepted the chances for her re- 
lief : first, to remove the diseased con- 
dition and re-unite the bowel, if pos- 
sible, and, if not, to make a left 
inguinal colotomy. An artificial anus 
at this point is much to be preferred 
to any other, front or back, as this 
point gives the patient a chance to 
take care of herself with ease. 

Operation, — The opening was made 
two inches in length and one and one- 
half inches inside the crest of the 
ileum, and the bowel lifted into the 
incision and stitched with four strong 
threads to the abdominal wall. These 
stitches were passed half an inch from 
the margin of the wound to be made 
in the long axis of the bowel, and the 
latter emptied of its contents, the 
edges of the bowel fastened to the 
skin with a whipped suture all the way 
round ; this makes a complete closure. 
The patient is now living and in mod- 
erately good health, and the bowels 
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under most perfect control, save when 
suffering from the effects of medi- 
cine or a disordered condition, when 
she is confined to the house; at all 
other times she attends to her usual 
duties, and visits her friends with per- 
fect safety and comfort. She was 
operated on the 27th day of March, 
1889, and to-day is looking much bet- 
ter than at the time of the operation, 
although the disease is constantly on 
the increase, and the pelvis now is 
almost full. The bladder begins to 
show considerable involvement. Some 
might doubt this being a case of ma- 
lignant disease, but I see nothing as 
yet to make me think anything else 
could produce such pathological 
changes. 

OBSTRUCTION OF THE BOWEL FROM 
PRESSURE OF A MALIGNANT TUMOR 
OF THE UTERUS. 

Mrs. S., aged 56 years, and in the 
last stage of malignant disease of the 
uterus. Her greatest difficulty was 
owing to the obstruction of the bowel. 
The movements were hard and most 
difficult to remove with the finger, 
and at times the nurse would g^ve 
great pain. The suflfering at the 
time of my first visit was extreme, 
and when I oflfered to relieve her by 
operation, and told her the character 
of the operation and how it would re- 
lieve the bowel, she was anxious to 
have it attended to at once. 

The same operation was done as in 
the first case, and with most perfect 
relief of all the disagreeable symp- 
toms. The patient lived for four 
months after the operation, and no 
one ever heard her regret the oper- 
ation. There was no trouble to keep 
her clean; she was perfectly con- 
scious when there was going to be a 



movement of the bowels, and in time 
to prevent soiling of the bed or the 
clothing of the patient. 

Mrs. M., patient of Dr. Ekwurzel, 
of Frankford, Philadelphia, on Feb- 
ruary 25, 1892, was operated on for 
strangulated hernia after she had been 
suffering for thirty-six hours. The 
bowel was found to be black for 
several inches, but there were indica- 
tions of improvement in the color, so 
it was returned to the abdomen and 
the wound closed. The patient did 
quite well, had her bowels moved 
once and was thought to be improv- 
ing, but after ten days she began to 
have severe pain and distention, with 
some swelling at the point of oper- 
ation, the wound soon opened and 
discharged the contents of the boweL 
This continued for nine weeks, all 
being done to improve her condition 
and encourage the fistula to close, but 
without success. On the contrary, 
her strength and flesh continued to 
decrease until all hope, save through 
operative interference, was given up, 
and she was turned over to me for 
operation. 

When she was admitted to the hos- 
pital her condition was desperate ; the 
kidneys were working nicely, no al- 
bumen nor any other trouble so far as 
we could discover; her stomach was 
disordered so that food only passed 
partially digested, through the fistu- 
lous opening. When an effort was 
made to clear out the lower bowel by 
injections, the fluid used passed 
quickly through the fistulous opening. 
From the history of the case, as given 
by Dr. Ekwurzel, I was sure the open- 
ing was in the small intestines, but from 
the fact that the injection passed so 
readily through the opening, we could 
not help but think there might be a 



Digitized by 



Google 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



6i 



possibility of its being at the head of 
the colon. There is a vast diflference 
in the consequences or results in a 
fistula in the colon or one high up in 
the small intestines — there would be 
a chance of improvement if in the 
colon, so we could afford to wait — but 
here was a patient not improving, but 
daily growing weaker. The discharges 
had the characteristic appearances 
of those of the small intestines near 
the stomach; the patient had well- 
marked symptoms of marasmus. Af- 
ter consultation it was decided we 
could not trust the case to medication 
and feeding, as Dr. Ekwurzel had done 
all in that direction that could help 
her, and without benefit ; so on April 
25th she was given ether, and an effort 
made for her relief. There was a large 
mass in the region of the right groin 
and at the head of the colon ; so we 
decided to open the abdomen over the 
head of the colon, and, if possible, make 
an anastamosis without disturbing 
the point of fistula, and let that open- 
ing close after the operation. We 
thought this best on account of the 
desperate condition of the patient at 
the time ; but as soon as my fingers 
came in contact with the mass of 
matted intestines I felt that all would 
have to be released and the bowel at 
its diseased point brought out and ex- 
amined, the adhesions separated and 
a clear understanding of how matters 
stood, made. This conclusion was 
arrived at after a most careful exam- 
ination made both by Dr. Jos. Price 
and myself. The adhesions were 
strong and covered a considerable 
space in the region of the iliac and 
femoral vessels, the artificial anus 
being through the femoral opening. 
When the matted and adherent bowel 
was delivered it included four or five 



feet of ileum, all in one mass, with the 
ileum completely separated near its 
junction with the jejunum; there was 
left only a small portion of the upper 
bowel to assist in digestion ; all adhe- 
sions were separated and the bowels 
well washed and protected, the dis- 
eased portion removed, the ends in- 
vaginated and carefully and securely 
stitched, the bowel united by anasta- 
mosis, thorough irrigation and glass 
drainage. 

After the operation the patient did 
nicely, save the suppression of urine, 
none making its appearance after ope- 
ration ; puke and temperature regular 
and good, pulse not over 80, tempera- 
ture not over 99 ; bowels moved regu- 
larly after first day without pain or 
discomfort; in fact, there was no 
trouble save the want of action of the 
kidneys. This condition continued 
until the end of the fourth day, with 
no increase of pulse or temperature, 
but inclination to sleep; would fall 
asleep while conversing. The only 
warning of a change was a startled cry 
when waking from sleep, and she 
almost immediately expired. 

I think the ether in this case was 
responsible for the suppression, al- 
though very little was used ; the daily 
movement of the bowels indicated 
perfect closure of the bowel by imme- 
diate union. The patient had no dis- 
tention, no abdominal symptoms, no 
peritonitis ; she had severe pain over 
the kidneys during the whole time, 
and in spite of well-directed treatment 
with hot applications to the back and 
kidneys, nothing was accomplished. 

Mrs. C, a young woman 23 years 
old, suffering from pyosalpinx and 
abscesses of both ovaries ; she had 
had gonorrhoea a number of times, 
and had a very severe form of the 
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disease at the time of her confine- 
ment to bed with rupture of one 
of the abscesses, which produced 
the peritonitis for which I operated. 
The condition of the patient was 
good, with the exception of depres- 
sion of spirits, knowing the husband 
was the cause of her condition. The 
operation was a difficult one, but noth- 
ing to make me anxious as to her re- 
covery, of which I had no doubt at 
the time. Great care was exercised 
in the anaesthetic and but little ether 
was given, but when the patient was 
put to bed I noticed the weak con- 
dition of her heart's action and called 
my brother's attention to it. Dr. 
Burns, who gave the ether, said her 
heart was very weak from the start. 
I called several times during the re- 
mainder of the day, and used large 
doses of strychnia and digitalis, but 
without improving the condition of 
the heart ; otherwise the patient was 
doing nicely^ The drainage was free, 
the skin moist, the temperature not 
above 99, and the kidneys working 
perfectly ; all went well save the 
almost imperceptible heart-beat and 
a distinct skip. On the third day the 
pulse disappeared at the wrist and 
the heart was making desperate ef- 
forts to do its duty; there was no 
distinct sound, only a plunging, indis- 
tinct noise to indicate the terrible 
danger of my patient. On the morn- 
ing of the fourth day the drainage 
was perfect, bowels moved without 
trouble, the secretions in a perfectly 
satisfactory condition, the patient was 
feeling well save a slight weight about 
the heart, was eating all we gave and 
said it was good, did not make a com- 
plaint all through her sickness. I 
was hourly expecting her death, but 
as day after day went by I began to 



hope there might be some improve- 
ment in her condition; but on the 
evening of the fourth day I was sum- 
moned to her side with the statement 
that she had had a sinking, faint feel-' 
ing, as though she could not get air 
enough in her lungs, and asked to be 
raised in the bed ; but when I got to 
her all this had passed and she ex- 
pressed herself as perfectly relieved ; 
but, to me, there was a frightened 
appearance that may have remained 
from the past difficulty of breathing 
she had just recovered from. 

From the start I held out no hope 
of a recovery to the family, for so 
sure was I that the patient was suffer- 
ing from heart-clot, that I was sure 
of the result, but went on the old 
adage, "While there is life there is 
hope." I told the mother and the 
nurse that when death did come it 
would be only a moment, and all 
would be over. At 8 o'clock on the 
fourth night she raised up quickly and 
made a little effort, as if to ask for 
something, and fell back, and all was- 
over. The post-mortem confirmed 
the previous conclusions — a heart-clot 
had completed my work in a most un- 
satisfactory manner. 

Dr. a. H. Cordier: 

a plea for. early surgical treat' 
ment of cancer of the uterus, 
complications met with. 

In accepting the kind invitation of 
your President and Secretary to write 
a paper for this society, I feel that my 
first duty is to thank you very kindly 
for the honor you have conferred 
upon me and to express my high ap- 
preciation of the good work you are 
doing by the many scientific and 
practical papers presented here from 
time to time. I shall not expect to 
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tell the members of this society any- 
thing new, and I trust you will thor- 
oughly discuss this important sub- 
ject, that your deductions, from per- 
sonal experience, may appear in the 
society's transactions, and the good 
work you are doing be thereby dis- 
tributed all over this country. I am 
aware that total extirpation of the 
uterus, for malignant growths, is an 
old operation, lately revived by Czer- 
ny, in 1879. To-day the justifiable- 
ness of the operation is established 
by favorable reports from the leading 
gynaecologists of the world. 

Taking Martin's statistics, with his 
II deaths in 66 cases, with 70 per 
cent, of cures in the cases recover- 
ing from the immediate effects of the 
operation of total extirpation, and 
comparing them with an equal num- 
ber of cases treated by^ conservative 
and temporizing methods, the evi- 
dence is overwhelmingly in favor of 
the more radical procedure. 

If a patient, with a small epithelioma 
of the lip, should consult the general 
surgeon, the first advice would be to 
have the growth early and completely 
removed. I can see no just reason 
or excuse why the gynaecologist 
should turn his back and shirk, so to 
speak, his duty, when these poor suf- 
ferers with cancer apply to them for 
advice and treatment. Why waste 
months of valuable time, robbing the 
unfortunate victims of the only chance 
for their lives, when the golden oppor- 
tunities are diminishing with each 
day spent in procrastination and 
tinkering ? 

The chances of only a partial extir- 
pation of the diseased structures, and 
the immediate danger from our oper- 
ative procedure, are increased with 
each day of waiting, as the disease, 



like time and tide, waits for no man. 
The complications are hard to deal 
with, just in proportion to the exten- 
sion of the disease to neighboring 
structures, which is an inevitable re- 
sult of delay in adopting intelligent 
surgery. 

The rectum and bladder — although 
not often involved by the disease, ex- 
cept in rapidly spreading and neglected 
cases — are more liable to be injured 
during an operation, if the adhesions, 
caused by secondary inflammatory ex- 
tension, are firm. I desire to call at- 
tention to the frequency of tubal and 
ovarian disease, complicating cancer 
of the cervix and body of the uterus, 
and insist on the necessity, if we 
would reduce our mortality, of com- 
pleting our work. What surgeon, 
conscious of his duty (no other should 
undertake to operate), would think of 
amputating in the middle of the hum- 
erus to cure an osteomyelitis, when 
the indications, as they generally do, 
pointed to the fact that the disease 
extended to the head of the bone? 
Amputate at the shoulder-joint, or let 
the patient die unassisted. Do not 
disgrace surgery by doing poorer 
work than is done by the slow pro- 
cess of nature herself. 

Do not wait for the sequestrated 
appendages to have an involucrum 
formed about them, as septic peri- 
tonitis rarely leaves a cloaca through 
which the patient can escape death, 
and the surgeon a high rate of mor- 
tality. 

A complication of which there is 
very little written in any books to 
which I have had access, is disease of 
the tubes and ovaries. Each case 
should be examined carefully, to de- 
tect the presence of, as a complica- 
tion, a pyosalpinx, ovarian abscess or 
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cyst, that the diseased appendages 
may be completely and thoroughly 
removed. These complications are 
far more frequent than most opera- 
tors, with whom I have talked, sup- 
pose. I see no reason why the ap- 
pendages should not become diseased 
secondarily by an extension of the 
primary lesion. Dr. Tait believes that 
cancer of the uterus begins imiformly 
in the endometrium. The Fallopian 
tubes are truly a part of the uterus. 
Barnes* statistics of 126 cases of vagi- 
nal amputation of the cervix show 
that nine died from the operation; 
200 cases are reported by one opera- 
tor, with one death from chloroform. 
It must be remembered that where 
vaginal amputation is performed the 
disease is in its incipiency. Yet you 
have no means of telling its limits. 
While the appearances may indicate 
only a limited invasion of the cervix, 
the disease may have extended into 
the body of the uterus, and to ampu- 
tate the cervix in a case of this kind 
would be just as bad surgery as to 
undertake to enucleate an osteo-sar- 
coma of the tibia and to predict a cure 
from this imperfect and illy-advised 
surgical procedure — ^just as logical. 
You would expect an early return of 
the disease and a rapid extension of 
its ravages to the surrounding struct- 
lu-es, an untimely death of your pa- 
tient, and the propriety of your surgi- 
cal interference would be very seri- 
ously questioned by the friends of the 
unfortunate sufferer, and even your 
own conscience would hold before 
your eyes a picture of your imperfect 
work, labSUed " An opprobrium to 
surgery." 

Realizing with what frequency tubal 
disease is present in these cases, and 
being aware of the fact that to do a 



surgical operation on the cervix while 
this state of affairs exists, means an 
aggravation of the already existing 
tubal disease — with these truths be- 
fore us, we should never, imder any 
circumstances, resort to escharotics 
or cervical amputation in carcinomat- 
ous affections, but perform the more 
intelligent and radical operation of 
total extirpation of the uterus and its 
appendages, and thereby save many 
lives and hold surgery above the re- 
proach which inevitably follows incom- 
pleted operations. 

The following table, taken from 
Martin's work translated by Gushing, 
shows a larger percentage of deaths 
than that of the majority of our Amer- 
ican operators : 

Cases. Deaths. Percent. 

Fritsch 60 7 10 

Leopold 42 4 .9 

Olshausen 47 12- 25 

Schroder 74 12 17 

Staude 22 i 5 

A. Martin 66 11 19 

I will briefly outline the various 
steps in the operation as performed 
by Dr. Joseph Price, whose record 
leads the world in vaginal as well as 
superpubic hysterectomy, he having 
performed forty-nine vaginal hysterec- 
tomies, with only one death. Let me 
add just here the statement that his 
marvellous results are not only due to 
this special method of performing the 
operation of vaginal hysterectomy, but 
to the thoroughness with which it is 
carried out as well. Your patient is 
prepared as for an ordinary "section,'* 
with the addition of a thorough vagi- 
nal douching the night before and at 
the time of the operation. The blad- 
der is emptied an hour before the 
patient is placed on the table, which 
is not done until she is etherized. 
There is less danger if comparatively 
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empty. Enough urine will be secreted 
within the hour prior to and during 
the operation to act as your guide as 
to whether the bladder has been in- 
jured. Place your patient in the li- 
thotomy position, with the nates well 
-over the edge of the table. You need 
two assistants besides the nurses. 
The assistants handle the sponges, 
speculum, volsella, etc., as the opera- 
tor directs. The operator, seated, 
washes the external parts, and thor- 
oughly irrigates the vagina with a i 
to 1,000 bichloride solution, seizes the 
•cervix, if there remains enough sound 
structure to hold on to with the volsel- 
lum, and draws it down to the vulvar 
orifice, or as far as it is possible, with 
moderate force. If there is much 
sloughing of the tissues the major 
portion of the diseased mass is 
scraped away by the curette, and 
the vagina irrigated again before pro- 
ceeding farther. The operator, taking 
a short-bladed knife or a pair of scis- 
sors, slightly curved on the flat, makes 
a complete circuit of the cervix, as 
close to the vaginal vault and as far 
away from the diseased structure as 
it is possible to go with safety to the 
surrounding structures, as the bladder, 
ureter, rectum or uterine arteries. 

The posterior vaginal vault is now 
opened by a dissection with the index 
finger, and the peritonaeum opened 
with blunt scissors. Having entered 
the peritoneal cavity, sweep the finger 
from side to side and find out the re- 
lation of the various structures. You 
now make your dissection very care- 
fully between the bladder and the 
uterus, having opened the peritonaeum 
anteriorly and posteriorly, using the 
index finger as a guide, apply the large 
clamp forceps to the broad ligament, 
keeping close to the uterus lest you 



include the ureter, and divide the 
structures along the uterine face of 
the forceps to within half an inch of 
its point. If the tube and ovarian 
ligament are not included in the grasp 
of the forceps, and you are going to 
leave them in, guide a second forceps 
over these structures and divide them, 
trusting the clasped forceps to the 
assistant at the side of the patient 
corresponding to the structures di- 
vided, and cautioning him to make no 
traction, but to simply hold the instru- 
ments parallel, thus giving the operator 
more room to work while treating the 
other side in a like manner. After 
all the structures are severed, the 
uterus is usually delivered with very 
little difficulty. If much trouble is 
experienced at this stage, the uterus 
may be delivered quickly by using a 
miniature pair of obstetrical forceps. 
If the uterus is very large it is the 
wiser procedure to perform the supra- 
pubic operation of total extirpation. 
After delivering the uterus the vagina 
is irrigated and packed with gauze, to 
prevent friction and to hold the han- 
dles parallel. This gauze acts as a 
drain, and these cases always drain 
profusely — ^thanks to nature's lesson 
taught here in drainage. The forceps 
are allowed to remain on from thirty- 
six to forty-eight hours ; at the ex- 
piration of this time the forceps are 
undamped but not removed; by this 
precaution you have them in posi- 
tion in case there is manifested a 
tendency to haemorrhage (an accident 
of rare occurrence at this period) ; and 
by a delay of a few hours after un- 
locking the handles a softening pro- 
cess takes place in the crushed and 
surrounding tissues, allowing the in- 
struments to be removed with ease 
and very little pain to the patient. If 
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it is necessary to remove the append- 
ages (and I believe this should be 
done in every vaginal hysterectomy 
as a precautionary measure, the risk of 
leaving in diseased tubes will be thus 
avoided and the pain and uneasiness 
produced by ovulation gotten rid of), 
after applying the first forceps as de- 
scribed above, the second one is 
placed so as to just take in the round 
ligament, and the broad ligament is 
pulled down so that the bite of the 
forceps takes in the structures to the 
inf undibulo-pelvic ligament ; the tube 
and ovary are now easily (sometimes 
not so easily) removed along with the 
uterus. 

I assisted Dr. Joseph Price a few 
weeks since in a vaginal hysterectomy 
which so beautifully illustrated the 
complications one must be prepared 
to cope with, that I cannot better tell 
the story than by giving a short re- 
port of this case. The lady, a noted 
actress, about 35 years of age, nuUi- 
parous, a few months ago presented 
the rational and physical history of a 
rapidly advancing malignant disease 
of the cervix. 

The doctor removed the uterus, at 
the same time a cystoma of the right 
ovary and a double pyosalpinx. The 
dilated, thickened and elongated tube 
on the left side measured about eight 
inches, and communicated with an 
ovarian abscess the size of a billiard 
ball. All these complications were 
dealt with by a thorough removal 
through the vagina. The patient re- 
covered rapidly from the operation, 
and is now apparently cured. 

I here present a photograph of a 
specimen removed by the same oper- 
ator, showing a double pyosalpinx and 
ovarian abscess (photo I). I have 
also here a photograph of a specimen 



removed by myself, post-mortem,, 
showing a sarcoma of both ovaries, 
complicating malignant disease of the 
cervix. This specimen is a rare one, 
and could not have been removed by 
the vaginal method. 

I saw a patient, to-day, on whom I 
shall do a vaginal hysterectomy next 
week. She has this history : she is 
34 years old, mother of three children, 
the last child delivered nine years 
ago. Instrumental delivery; lacera- 
tion of cervix at that time ; has gone 
the round of iodine, eucalyptol, boro- 
glyceride, etc., etc. Gives a history 
of tubal disease for last five years; 
had one ovary removed three months 
ago. Is now bedridden. Examina- 
tion reveals a bilateral lacerated cer- 
vix, with well-marked malignant dis- 
ease of both lips. On either side are 
diseased and distended tubes filled 
with pus — all the complications mak- 
ing the operation extremely difficult 
and hazardous. A failure gives little 
disappointment, a success much hope 
of a permanent cure. 

I desire to submit to you for discus- 
sion the following deductions : 

(1) The justifiablenessof early hys- 
terectomy in these cases is unques- 
tionable. 

(2) If the operation is performed 
early many cases are permanently 
cured. 

(3) Tubal and ovarian diseases are 
frequent complications. 

(4) In every hysterectomy for ma- 
lignancy the appendages should be 
removed also. 

(5) All escharotics, caustics and 
tinkering should be condemned in 
treating these cases ; they never cure, 
but often make complications. 

(6) Complete extirpation, as com- 
pared to amputation of the cervix, is 
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attended with low death-rate and a 
greater percentage of cures. 

(7) The operation, when performed 
as described above, gives the lowest 
mortality. 

(8) A few cases can be treated only 
by abdominal total extirpation, owing 
to the size of the uterus and the pres- 
ence of solid tumors of the ovaries. 

DISCUSSION. 

Dr. E. W. Gushing, of Boston : 

It seems to me that everybody here is 
agreed that vaginal hysterectomy is proper 
and useful, and should be done as early as 
possible. The whole burden of what I am 
from time to time saying and writing on this 
subject is to get the general practitioners to 
bring in their cases as soon as they find that 
they have to deal with a disease which re- 
sists ordinary treatment, in order to find out 
whether or not it is malignant. 

The principal point in Dr. Cordier's paper 
is the great importance that he attaches to 
the removal of the tubes and ovaries as well 
as the uterus. I have not felt that this was 
of such great importance in cases where there 
was no disease of the tubes and ovaries and 
where the woman had passed the menopause. 
I have always tried to remove the appen- 
dages in young women, but where the woman 
has passed the menopause and the disease is 
distinctly limited to the cervix, unless the ap- 
pendages can be removed with reasonable 
facility, 1 have not felt that there was any 
practical danger in leaving them. I am 
aware that theoretically the tubes can be con- 
sidered part of the uterus, and theoretically 
they should be removed, but it becomes a 
practical question. 

In elderly people, at the end of what is some- 
times a formidable operation, it becomes 
doubtful whether it is well to prolong the 
operation on account of the remote danger 
of involvement of the tubes, in view of the 
immediate danger of shock, suppression of 
urine, etc., from prolonged operation. 

I had four v^inal hysterectomies, as well 
as four abdominal sections, in the week be- 
fore I came here, and as the former illustrate 
points in regard to which I shall speak, I 
have brought the specimens with me. Sur- 
gically, I may divide vaginal hysterectomies 



into two classes — the easy and the hard. 
The easy ones are very easy, and the hard 
ones are likely to be very hard. The way to 
have an easy case is to get it early. The 
first specimen is from an. easy case. The 
patient had begun to bleed, and I found a 
little growth as large as a filbert which I 
snipped off and had examined. It proved to 
be malignant and I removed the whole uterus. 
I have put myself on record in favor of the 
total removal of the uterus whenever cancer 
is discovered and proved to exist. When, in 
1885, this idea was expressed to me by Martin, 
it seemed like a shocking doctrine, but 
when I saw these cases relapse after re- 
moval of the cervix alone, I decided always 
to cut as far from a cancer as possible. In 
an easy case I think that sutures rather than 
clamps are indicated. 

The second specimen is from about an 
average case of malignant disease. Although 
no evidence need be offered as to the pro- 
priety of removing the uterus, even where the 
disease seems to be limited to the cervix, yet 
this case shows that the malignant disease 
extends high up even when examined with the 
naked eye, and the microscope would un- 
doubtedly show it to extend still higher. 
Although a cervix operation could be de- 
vised to peel out somewhat more of the 
uterus, either by the operation of Gregg 
Smith, clamping the broad ligaments and 
cutting or burning out the diseased portion, 
or by the high amputation of Schroeder, yet, 
in order to get out all of the disease, you 
have to go above the large vessels, and when 
you have doiie that, it is a simple matter to- 
remove the rest of the uterus. 

The third specimen is from an elderly 
woman sent for curetting on account of a 
foul discharge. I explained to the family 
that the disease was probably malignant, 
and had their consent to remove the entire 
organ if such should prove to be the case. 
The matter removed was found to be white 
and friable, and I immediately proceeded to 
remove the entire uterus. There was no 
diflficulty at all. There were no adhesions, 
and the uterus was gradually pulled down 
and tied off. Both ovaries were removed. 
The whole uterus is enlarged, and there is no 
question as to the malignant character of the 
disease, which springs from the left comu at 
the orifice of the tube. She has had twelve 
children. 
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The last specimen represents a difficult 
case. This patient was 30 years old, ap- 
parently in splendid health, and had recently 
become a widow. She had had some slight 
hemorrhages, and thirty-five days before op- 
eration had been examined by Dr. Gilbert, 
of Quincy, who found malignant disease. A 
portion of the growth was removed and ex- 
amined under the microscope. A few days 
ago I examined the case and saw that it 
would be a difficult operation, yet it seemed 
a pity to allow such a woman to die without 
an attempt being made to save her. On the 
next day, therefore, I removed the uterus. 
A month and more had been lost by the bad 
advice of an eminent sui^eon, who, without 
seeing the case, counselled against any 
operation. That is a case which I think 
could not have been done with any form 
of ligature. It was a difficult and serious 
operation. The broad ligaments were hard 
and stiffened, whether from malignant infiltra- 
tion I do not know. I passed as far as possible 
outside of this stiffness, and there was free 
bleeding from the uterine side after division 
of the broad ligament Nearly the whole 
organ is affected, and I have grave fears that 
the disease will return. Nevertheless, I 
have seen cases as bad as this where the 
broad ligaments were apparently affected, 
and where it was necessary to go far out; 
and, in fact, in one case I cut an ureter, but 
the woman recovered and has had no recur- 
rence. The ureter was turned into the blad- 
'der by a subsequent operation. 

In regard to the different methods of 
operating, they fall into two great classes, 
namely, those where ligatures and sutiures 
are used and those where clamps are em- 
ployed. Many of the most dexterous opera- 
tors, as, for instance, Martin, use sutures. I 
have repeatedly seen him remove the uterus 
without the loss of more than a tablespoonf ul 
of blood, but at the expense of an amount of 
suturing which to any one less expert would 
involve a terribly long operation, as, in fact, it 
does. He opens the anterior and posterior 
cuMe-sacs and then with a needle sews the 
vagina and peritonaeum together. He then 
rapidly puts in sutures, sewing up and down, 
working with two needle-holders and both 
hands. This is very pretty to see, but for 
most of us it would prolong the operation too 
much. Practically I have seen very little 
•danger from cutting through the mucous 



membrane and no bleeding that could not be 
controlled by pressure forceps. 

In regard to the fastening off of the liga^ 
ments, we have the method of Martin, 
who, by means of a curved needle, passes 
strong silk ligatures and ties them. Then 
we have the method of Schroeder, using a stout 
curved needle with the eye at the point, by 
means of which small portions of the liga- 
ment are caught and tied off. Such a case 
as the first, where the uterus comes down 
perfectly and where there are no adhesions, 
can easily be done in what may be called a 
classical manner. The uterus is brought 
down and the broad ligaments tied off in 
sections with catg^ut. They are so tied that 
each ligature holds in healthy tissue. The 
stump of the broad ligaments can be sewed 
into the roof of the vagina and the anterior 
and posterior walls united, leaving a roll of 
gauze in for drainage. I remember three 
cases in my thirty-eight where I could operate 
in this manner. 

Fritsch has a method of cutting into the 
broad ligaments and tying the vessels sepa- 
rately. I do not know what kind of cases he 
has, but in many that I see it would be im- 
possible to tie the vessels separately. He 
also has a method of splitting the uterus and 
dealing with each half separately. This 
might be convenient in the case of large 
uteri, but I think there would be danger of 
haemorrhage or infection of the peritonaeum. 

The great question in putting on clamps is 
in regard to getting through anteriorly and 
separating the bladder so as to include the 
whole of the broad ligament. The method 
used by Dr. Price, as I understand it, docs 
not differ essentially from that described by 
Gregg Smith and employed by other opera- 
tors who use clamps. One point is in regard 
to the desirability of using one or more 
clamps. P^an uses a great many clamps. 
DoMris, Richelot and Pozzi have devised 
special clamps for compressing the whole of 
the broad ligament Of these special clamps 
there are two that merit special attention. 
The one invented by Dr. Price is a most 
powerful special clamp for the whole broad 
ligament Gregg Smith's clamp is a beauti- 
ful one if you can use it It locks at the 
upper extremity and is made on philosophical 
principles, for the broad ligament is thin 
above and thick below. The only criticism 
of this clamp is, that where you can use it 
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you do not need any clamp, as ligatures may 
be used. The cases in which I have been 
able to get in early into the anterior fornix so 
as to use the clamp have been few. I have 
found it necessary, as a rule, to apply one 
clamp, cut, pull down, apply another clamp 
and thus, perhaps, put two on each side and 
then pull the uterus out, retroverting it as 
Martin does in order to get at the upper part 
of the ligaments. Therefore, it seems to me 
that the point is this, that in easy cases where 
the uterus comes down readily we do not 
need any clamps. In difficult ca^es where 
we have to use clamps, it is well to use a 
single clamp if you can. If we cannot put on 
the single clamp, we can put on several 
clamps, and then we may be able to put the 
large clamp on behind the smaller ones and 
remove them. This I have seen done by Dr. 
Price. Nevertheless, if I have everything 
secure with two or three clamps on each side, 
I think it better to leave them. I once 
invented a clamp the blades of which could 
be introduced separately and locked and 
secured together, but practically I have pre- 
ferred to have three or four pairs for each 
side and put on as many as occasion required. 
As between silk and catgut for the liga- 
tures, I think that there is no question but 
that catgut can be prepared as strong as 
necessary. It does not slip, as the swelling 
holds it in position. I prepare it by taking 
the catgut, soaking it in ether, then stretching 
it, testing the strength and removing the 
kinks, then wrapping it on reels and baking 
it at a temperature of 140** C. for three- 
quarters of an hour. It is then preserved in 
absolute alcohol to which has been added 
five per cent of glycerine. There it will keep 
permanently. It is so strong that I cannot 
break it. It is perfectly aseptic and it will 
remain for a week or ten days without being 
absorbed, and by that time the function of 
the ligature has ceased. 

The advantages of the ligature over the 
clamp refer principaUy to the convenience of 
the patient, who is more comfortable without 
the clamps and escapes the pain and distress 
attending their removal. The clamp cer- 
tainly causes a certain amount of discomfort, 
for two days at least. The whole point in 
appljring the ligature is not to try and get too 
much. If one tries to include a large mass 
something will slip. If a little is taken at a 
time it can be tied off securely. The whole 



portion included in any one ligature must not 
be cut at once, but part must be left to hold 
the suture firmly. 

In completing the operation I have felt it 
well to apply the general principles of ab- 
dominal surgery, that is to see that the parts 
are thoroughly washed out and that drainage 
is secured. I am aware that attempts have 
been made to complete hysterectomy without 
drainage, tightly closing the wound. Martin 
began that way and lost a number of cases, 
and then resorted to drainage. I have seen 
Olshausen close the opening, but he told me 
that his results were not what he should like. 
I have seen such good results from leaving 
the incision open that after the operation I 
use the irrigator, removing all clots, and then 
put in iodoform gauze. Instead of the long 
strips of gauze, I take a square of gauze and 
insert that like a bag and then open it and 
pack it with strips of gauze. The small 
pieces can then be readily removed and the 
larger piece can be taken out at leisure. 

Now in regard to the complications of 
the operation. The narrow vagina, the long 
vagina and the big uterus have been touched 
upon in the paper. If the uterus is too large 
to be removed through the vagina, it must be 
removed from above. Disease of the tube 
has been fully dwelt upon. I have had two 
cases where I removed dermoids from below, 
one as large as an egg, the other as large as a 
billiard ball. If I had a case where there 
was a pus tube eight inches long and an ab- 
scess as large as a billiard ball, it would be 
easier for me to remove it from above ; but I 
am aware that in France there has been a 
good deal of interest excited by Segond in 
regard to operating on many cases of salpin- 
gitis by vaginal hysterectomy for removal of 
the pus tubes in that way. This seems to me 
rather unscientific. The Tribune AfidicaU 
is full of reports on this subject. Some be- 
lieve in it and some do not I notice that so 
able a man as Dol^ris disapproves of it. 

In regard to disease of the vagina and 
broad ligament, that is, of course, a serious 
matter. The vagina may be removed pretty 
freely, but if the disease shows a tendency to 
spread toward the vagina, there is a greater 
liability to recurrence; but that is no reason 
for not giving the woman her only chance. 
Some cases have recovered where it seemed 
that they could not. Every woman who 
wishes it has a right to have the attempt 
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made for the entire removal of the dis- 
ease. 

Haemorrhage is an operative question. If 
one is careful what he cuts and what he 
clamps, and does not go away until he sees 
that everything is clamped, there will be no 
heemorrhage. Ligatures, if applied properly, 
will not slip. 

I have never met with a wound of the 
rectum. I saw one made, but there was no 
difficulty in sewing it up. 

1 have met with wounds of the bladder. 
One of the specimens here to-night shows a 
small piece of the bladder. I have seen 
trouble with the bladder, more particularly 
where clamps are used. In three cases I have 
wounded the bladder, but there has been no 
difficulty in repairing it, catching the opening 
with several pairs of pressure forceps and 
putting in four or five sutures and bringing 
the wound together. In every case it has 
healed beautifully. In two difficult cases I 
injured the ureter. I did not know it at the 
time. In one case I was able to pass a sound 
through the urethra and out of the opening 
in the bladder and into the ureter, and then 
joined the parts together, covering in the 
sound, the patient recovered and is well. 
In the second case there was an opening in 
the ureter, but I could find none in the 
bladder. I therefore passed a sound into the 
urethra and pushed it through the wall of 
the bladder, where I judged the orifice of the 
ureter shoi^d be. I then passed it into the 
opening in the ureter and united the parts in 
the same way as above. The patient re- 
covered without trouble. 

I have had thirty-eight cases, of which one 
died that was under my care. I have had 
three others, whom I did not see after the op- 
eration, die in distant cities. One patient had 
had a good deal of morphine. There was no 
movement of the bowels, and I suppose that 
she got septic. One elderly woman died on 
the third or fourth day with symptoms of 
heart failure. One did not pass any urine 
after the operation, and died. Both kidneys 
were found to be extensively diseased and 
cystic. The one case which I lo8t,died from py- 
aemia or something of that kind. The woman 
did well until the eleventh or twelfth day 
when she had fever, and on the thirteenth 
day a chill. The temperature reached io6^ 
Thinking that there might be some retained 
secretion, I washed out the vagina, separa- 



ting the edges of the wound as high as pos- 
sible. I suggested opening the abdomen, but 
it was declined by the family, and the patient 
went on for ten days with repeated chills, 
when she died. At the autopsy nothing 
could be found, except that at the end of the 
wound the bowels had closed over a little 
space in which there were ten to fifteen drops 
of grumous fluid. There were some dark 
clots in the veins of the broad ligament 
That was aU. There was no affection of any 
organ, no metastatic abscess anywliere. 

Dr. Joseph Price : 

Vaginal operations early in their history 
were rather imperfect in result. The removal 
of ovaries or small cystoma by the vaginal 
method were usually incomplete or failures. 
Only a few in this country were successful. 
I remember some oophorectomies in this 
town that were failures. The operator failed 
to remove one ovary and sometimes both. 

Surgery has always clung to the surface, 
but now we have gone to the deeper regions 
and structures, not only in the abdomen but 
in the pelvis. The older ovariotomists were 
afraid of the pelvic region, and but few of 
the prominent ovariotomists dealt with the 
serious troubles that we so commonly meet 
with in the pelvis. For instance, Keith 
rejected pelvic operations. He simply con- 
demned them unqualifiedly. So did Spencer 
Wells and other London operators. Dr. 
Homans, of Boston, who has done so many 
ovariotomies, has, as far as I know, done 
only one section for pus in the pelvis. I 
simply call attention to these points to show 
that surgeons were afraid of deep-seated 
operations. 

I wish to call attention to a few practical 
points in the removal of the uterus and 
appendages. I find that most operators de- 
pend too much upon the cervix and instru- 
ments, volcella, hooks, etc. They should 
rely more upon their fingers. After opening 
Douglas' cul-de-sac, if they relied upon the 
finger as a guide, a director and a blunt hook 
or tractor, they would not find the operation 
so difficult. A simple half-moon incision is 
first made fore and aft of the cervix. In 
these cases it is important to remove as much 
as possible of the vagina in order that you 
may keep away from the invaded structures. 
There is little danger of injury to the bladder 
if you are familiar with the relations of the 
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bladder and the anterior vaginal wall. You 
may remember that at one time Sims thought 
that he could cure vagino-cystocele by mak- 
ing a vesico-vaginal fistula by cutting away 
the redundant tissue, but he failed in his 
attempt in making the fistula. It is not 
necessary to perforate anteriorly until the 
finger is hooked over the broad ligament 
posteriorly and indicates the point at which 
you wish to perforate. The finger also 
serves as a guide and tractor to the inter- 
locking forceps. In making the incision, I 
insist that we go as far from the malignant 
disease as possible. 

As to the use of forceps. The long- 
handled ovariotomy forceps is very con- 
venient in the simple and uncomplicated 
•cases. The simple cases are those to which 
Dr. Gushing has alluded, where there is a 
-capacious vagina and a free uterus. It is ex- 
ceptional to find this in malignant disease. 
Many gynaecologists still maintain that malig- 
nancy occurs principally in child-bearing 
women, but I cannot agree with them. Of 
the last fourteen cases in my experience only 
one had borne a cfiild. My experience in 
the last two months is sufficient to contradict 
all the literature upon this point. Some of 
these patients have not been married, and 
there is no doubt in my mind that they were 
pure women. If you can upset the uterus 
and use the finger as a guide, you can per- 
forate fore and aft and easily apply the for- 
ceps. You can then cut and deliver. In 
this way there is the least possible risk of in- 
juring the bladder. The large haemostatic 
forceps are very convenient for rapid work. 
If there is considerable fixation there will be 
-difficulty in applying the long single forceps. 
The long ovariotomy forceps can be applied. 
The tissues are caught with forceps, divided 
to the point of the instrument, the uterus 
drawn down by the finger and another forceps 
applied, and finally finish at the surgical neck 
•of the ovary with a small haemostatic. My 
rule is to remove the ovaries and tubes in 
about every case. 

In regard to ligatures, I have always felt 
that it was our duty to speak as teachers (for 
we are teachers here), and everything we say 
is used; therefore, we should teach sound doc- 
trine. We should use methods and materials 
with which the man of the least experience 
and the least judgment will do the least mis- 
chief and the greatest good. For the man 



in the country, with little surgical experience 
and little occasion to tie ligatures, I do not 
think that catgut should be advised, but silk 
is safe in his hands. I have now on my 
table a letter from a gentleman in the West, 
who lately witnessed a death on the table 
from haemorrhage where the operator relied 
on catgut. That patient, in all probability, 
would have lived had silk been used. It is 
only a few men that can use catgut safely. 
Catgut is safe in the hands of such men as 
Dr. Gushing, but it is not safe in the hands 
of his pupils without experience and judg- 
ment. I insist that we should put the safest 
material in the hands of such persons. 

Gomplicalions incident to the extension of 
the malignancy are very common. My 
vaginal hysterectomies have given me a store 
of knowledge which I did not before possess 
in regard to pelvic troubles. I find tubal 
and ovarian disease a very common complica- 
tion of malignancy of the cervix, and I think 
that this gives a satisfactory explanation of 
the bowel obstruction that follows this opera- 
tion. Dr. Goe has had two bowel obstruc- 
tions in ten vaginal hysterectomies. This 
has given me considerable thought in regard 
to doing the operation wholly from above, 
where tubal or ovarian disease is recognized. 
We have no right to remove the uterus, 
ovaries, pus tubes and ovarian abscesses and 
leave behind bands of adhesion, fixed ileum 
and adherent omentum, such as we find in 
our suprapubic operations. We know that 
mischief must follow incomplete surgery. 
When the uterus is removed you have taken 
out the keystone of the vaginal vault, and 
there will be descent and contraction of all 
adhesions, and there are bound to be kinks in 
the ileum and about the sigmoid, if left ad- 
herent. I am rather inclined, where I find 
advanced tubal and ovarian disease compli- 
cating a diseased cervix, to do the operation 
from above. A vaginal incision may be 
made fore and aft and a chain suture applied 
on each side after opening the retro-perito- 
neal pouch, or an assistant may pass the for- 
ceps from below while the operator button- 
holes over the points of the open blades, the 
assistant now clamping the broad ligaments. 
This I have twice done with success. 

I have had fifty-three vaginal hysterec- 
tomies successful, but lost the fifty-fourth. I 
lost her from bowel adhesions and mercury. 
I carelessly used the vaginal douche while 
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the peritonea] cavity was open, and in all 
probability left some of the mercurial solu- 
tion. Peritonitis and obstruction followed 
and she died. Imperfect surgery in this 
operation is just as easy and as common as 
imperfect work in any other part of the body. 

I unhesitatingly condemn the double 
method of operating. I do not consider the 
application of the forceps from below while 
doing the operation of clean extirpation as 
the doable method. I know of recent cases 
in this city where men have worked for two 
or three hours from above and below. Such 
operations begin in doubt and always end in 
disaster. One vaginal hysterectomy in New 
York recently lasted seven hours. The 
vaginal and abdominal section method I un- 
hesitatingly condemn. In all cases I insist 
upon the removal of the tubes and ovaries, 
for I know how prone they are to disease. It 
is a very simple matter to go above the 
surgical neck of the ovaries and include 
them in the clamp or ligature. It adds only 
a few seconds to the time of the operation. 
After removal of the uterus the ovary does 
not atrophy, but goes on as before, and it is 
an organ which will give rise to considerable 
disturbance. 

Another word in regard to catgut. Keith 
used catgut freely in a large supravaginal 
hysterectomy. The woman suffered tortures 
for weeks, ultimately developed an agonizing 
cystitis and finally discharged knots of cat- 
gut from the bladder. In the hands of those 
who know how to prepare it, catgut may be 
an absorbable material, but it is not in the 
hands of all. Keith was a rare good surgeon 
and gave his undivided attention to his work 
and the preparation for it. 

The drainage described by Dr. Gushing I 
like very much. Drainage in vaginal hyster- 
ectomy, as everywhere else, is of paramount 
importance. It is surprising what a large 
amount of fluid escapes after vaginal hyster- 
ectomy. It will soak through bandages and 
wet huge gauze pads. I have had cushions 
made two feet long, eighteen inches wide and 
four inches thick, of corrosive jute in gauze. 
These are sometimes soaked through in 
twelve hours. They are then thrown into 
the fire. I had these made so as to avoid 
contamination of the linen. The forceps act 
as metallic drains. Then you may apply the 
gauze by the old method of making an um- 



brella and packing it with strips of gauze^ 
or you may apply the gauze on the outside 
of each set of forceps and then between 
them. Thus there are three sets of gauze 
drains and two sets of metallic drains. 

Injuries to the viscera are quite common. 
I received a letter a day or so ago, telling 
of a fistula of the small bowel made with the 
forceps. Had the operator used his finger as 
a guide he would not have had this accident 
He evidently nipped the bowel. These fis- 
tulas, as a rule, close. What Dr. Gushing 
has said about the repair of injuries to the 
viscera is wise, and can always be accom- 
plished if done carefully, and should be done 
promptly. 

In regard to the methods of the Germans^ 
I would say thai I have never recognized the 
wisdom of removing the spine to do a vaginal 
or pelvic operation. As an obstetrician, I 
have always found that I had ample space 
for any obstetrical operation or manipulation. 
We have the least diameter four to five and 
a half inches, and with our big hands we do 
a great variety of obstetrical operations, and 
I have always foimd tdat I have had the 
same liberty in gynaecological work. I have 
never felt that it was justifiable to remove 
three or four bones of the sacrum to do a 
gynecological operation. I would rather go 
through the abdominal wall than to produce 
such disturbance of co-ordination as follows 
resection of the sacrum. The French oper- 
ator referred to by Dr. Gushing has k)st four 
of the thirty-four or thirty-eight cases on 
which he did hysterectomy for the removal 
of diseased tubes. That is a large mortality, 
but a satisfactory solution is found in the 
adhesions of the bowels, which are not re- 
lieved by the lower method of dealing with 
advanced tubal and ovarian disease. I am 
satisfied that many consider the old chronic 
tubal and ovarian disease with universal ad- 
hesions as malignant invasion when they find 
a diseased cervix. Not so. Such men are 
neglecting many cases that might be saved, 
because they find a fixed uterus, but this is 
not always an evidence of malignant inva- 
sion. They should look more carefully into 
the history, going back five to ten years, 
before they reject the case as one suitable 
for operation. 

In conclusion, I would present the follow- 
ing statistics which I have gathered : 
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VAGINAL HYSTERECTOMY. 

A. Martin's clinic, Berlin,' Franm-ArMt^ 
1887: 
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C. Winter gives the following statistics in 
Berliner klinische Wochenschrift^ 1891 : 
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> Of the 28 incomplete cases, 8 died shortly after the 
operation ; in 4 of these the uterus was so degenerated 
it conld not be removed entirely. 

'See also table in Pathology and Therapeatics of 
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VAGINAL EXTIRPATION, 1882. 

Anurican Journal Medical Science : 
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Dr. E. E. Montgomery: 

We are greatly indebted to the author of 
this paper, not only for the manner in which 
he has dwelt upon the importance of early 
operations in cancer of the uterus, but also 
for the interest and pleasure which we have 
derived from the discussion by Dr. Gushing 
and Dr. Price. As has been said, the view 
adopted at the present day, is that when one 
portion of the uterus is the seat of malignant 
disease, the whole organ should be removed. 
This is certainly as definitely indicated where 
the disease involves the uterus as where it 
involves the breast 

In the operations that I have performed, I 
have used the clamp exclusively. In the first 
case on which I operated, I applied a num- 
ber of forceps; I believe eight in all were 
used. Since then 1 have used the modified 
Gregg Smith clamp, and although some of 
the cases were complicated, yet in none was 
there any special difficulty in applying the 
clamps. The damp is removed at the end 
of twenty-four hours. By this time the tis- 

Diseases of Women, by A. Martin. Translated by E. 
W. Cushing, Second Am. Ed., p. 310. 
* l^id, page 1127. 
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sues are sufficiently crushed, so that the 
probability of haemorrhage is slight, and in 
none of my cases have I seen the slightest 
tendency to the recurrence of bleeding. 

I have seen no injury to the rectum or in- 
testines, and only once have I had an injury 
to the bladder. This was in my second 
operation. An assistant was holding a sound 
in the bladder, and to my surprise I saw the 
end of the sound in the vagina. The injury 
had no influence on the subsequent progress 
of the case. 

Of the nine patients on whom I have 
operated, one died. This was from tetanus, 
on the fourteenth day. 

Reference has been made to the removal 
of the uterus and tubes by the operation of 
sacral resection, and the gentleman who 
spoke of it said that he had not found it 
necessary to remove three or four sections 
of the sacrum for that purpose, and that such 
an operation would be followed by disturb- 
ance of co-ordination. I quite agree that if 
three or four segments of the sacrum were 
removed, incoordination would result, as by 
so doing a portion of the sacral plexus would 
be injured. If the operation is done as re- 



commended by the removal of one side of the 
lower two segments, the only nerves injured 
are those supplying one side of the bladder 
and rectum. In those cases where the nerves 
of one side are left, but little inconvenience 
results. I have done this operation three 
times — once for the removal of the uterus, 
in a case where the rectum was also involved ; 
once for the removal of the uterus alone in a 
case of undilated vagina, where there was 
disease of the tube and ovary, and once on 
account of disease of the rectum, and in this 
case I made an artificial anus posteriorly. 
In neither of these cases has there been any 
incoordination after recovery. In the rectal 
case the patient lived for six months after the 
operation. I fully agree with the gentleman 
that the operation has not a very extended 
application, and in cases where the uterus 
and tubes are to be removed, I question 
whether I would not prefer to open the 
abdomen and perform the operation from 
above, rather than remove a portion of the 
sacrum and coccyx. I only speak of this 
matter in justice to the procedure itself, as in 
my experience it has not been attended with 
the objections mentioned. 
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The President, Dr. W. H. H. Githens, in the Chair. 



Dr. Florian Krug: 

Trendelenburg's posture in gynae- 
cology, with demonstration of 
A convenient apparatus for ob- 
taining the same. 

Trendelenburg's posture has come 
to stay. It will stay because of its 
great intrinsic value. It is not merely 
an ephemeral surgical whim, nor can 
it be compared in any sense to the 
great number of so-called new meth- 
ods, gotten up for the special benefit 
and glory of the so-called inventor, 
which, however, are essentially noth- 
ing else but slight modifications of 
old practices. But you might say 
Trendelenburg's posture is nothing 
new either. Of course the old pro- 
verb, ** There is nothing new under 
the sun," holds good in this respect, 
as in every other. 

In my paper before the American 
Association of Obstetrics and Gynae- 
cology, September 18, 1891, I cited 
Fabricius ab Aquapeudente, born in 
Italy, 1537, as having been the first 
to recommend the elevation of the 
patient's pelvis, by hanging him up by 
his legs and shaking him well, in 
order to reduce an incarcerated her- 
nia. It has since been pointed out 
to me by Dr. Robert G. Harris that 
John Hamelius of Germany, had used 
this procedure before Fabricius ab 
Aquapeudente was born. I feel in- 



debted to Dr. Harris for his courtesy 
in doing so. 

This certainly shows that the ad- 
vantages of using the law of gravita- 
tion in surgical diseases was known 
to our ancient predecessors. How- 
ever, this does not detract one particle 
from the credit due to Professor 
Trendelenburg, of Bonn, who, first of 
all, intell'gently understood the ad- 
vantages which this posture offers in 
modern surgery; who pointed them 
out to others working in the same 
field, and induced them to adopt the 
same course systematically. The pos- 
ture deservedly bears his name. 

He first advocated it in suprapubic 
cystotomy only. While witnessing 
an operation of that kind, done by 
one of his former assistants, I was 
immediately impressed with the idea 
what enormous advantages this 
method would offer in gynaecological 
work, and I at once commenced to 
make use of it in my abdominal op- 
erations. This was in the beginning 
of 1888, and only later on I learned 
that Trendelenburg himself started 
to use it in gynecic surgery- at about 
the same time. 

At first I only used it in cases 
where I had to work in the depth of 
the true pelvis and expected to en- 
counter special difficulties. How- 
ever, so pleased was I with the facili- 
ties gained through the method that 
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within a short time I employed it in 
almost every case, and I am willing to 
confess that I wonder now how I got 
along formerly. '^ 

I am not standing alone in my ap- 
preciation of the wonderful advan- 
tages of the method. Since the days 
when the question was frequently 
put to me by gentlemen who wit- 
nessed my operations: "Why do 
you place your patient in that funny 
position and let her almost stand on 
her head ?" or when I was asked what 
I meant by "Trendelenburg's pos- 
ture," in relating my cases or discuss- 
ing those of others — I say — since 
those days a great change has taken 
place. There is no country in the 
world where good things are recog- 
nized as quickly and adopted as 
speedily as in America ; and at the 
present day there are already more 
prominent surgeons avowedly using 
this method in the United States 
than there are to be found in the 
country where it originated.^ 



I shall not lose many words in 
pointing out any further the advan- 
tages of the method. I feel confident 
that, could I have the privilege of 
operating before you on an especially 
difficult case, the advantages of Tren- 
delenburg's posture would be so self- 
evident that any further recommenda- 
tion would be unnecessary. In fact, I 
can assure you, that of the many sur- 
geons to whom I had the pleasure of de- 
monstrating the method, not a single 
one has failed to become a convert 
to it. 

Really, I fail to see what objections 
could possibly be raised against it. 
As far as I am concerned, I have not 
discovered any yet, although I have 
used the posture in nearly three hun- 
dred abdominal sections, and I should 
think that any possible drawbacks 
should have manifested themselves 
to me by this time. Still, I leave it 
to the members of this learned society 
to raise whatever objections they may 
have against the method and I trust 



* I hope to be pardoned for giving a few pickings 
from an extremely large number of communications 
and inquiries which 1 received on the subject of Tren- 
delenburg's posture 

Dr. Archibald McLaren. 

St. Paul, Dec 2, 1891. 
... I was particularly pleased with what you say 
of Trendelenburg's position and of its advantages. I 
have been using that position for the past year and do 
not see now how I did my work without it. 

Dr. £. £ Montgomery. 

Feb. II, 1^ 
. . I have recently tried the Trendelenburg pos- 
ture in some three operations and must confess that 
you have by no means overestimated iu advantages. 

Dr. James F. W. Ross. 

Toronto, Canada, Nov. $, 1891. 
... I have now done two cases in that (Trendelen- 
burg's) position, and yesterday cleared out the worst 
pus tubes it has ever been my k>t to meet with ; and I 
feel satisfied that I coukl not have controlled the bleed- 
ing without Trendelenburg's posture . . . it worked 
like a charm. ... I also did my first vagtno-ab- 
dominal hysterectomy two days ago in this position. 
. . . The adhesions were desperate and therefore the 
pedtion was of considerable value. . . . 



Wm. Watkins Seymour. 

Troy, May 7, 1892. 
. . . This week I have done here two ovariotomies 
with your apparatus for Trendelenburg's posture, and 
was amazed at its revelations. I am converted to a 
firm belief in its great advantages in pelvic work and 
shall try it not only in ovariotomies but in appendici- 
tis. In these latter cases I should think it would be 
a very great help. . . - 



Dr. Chas. p. Strong. 

Boston, March 27, 1892. 
Y^u will, I am sure, be glad to know how satisfactory 
< your portable Trendelenburg apparatus has proven 
itself. 1 extirpated a uterus for malignant disease, 
carrying the dissection down through the vagina to 
about an inch from the vulva. . . . The ease with 
which I did this was a marvel to myself and those 
present, etc. 

Dr. Ralph Worrall 

Sydney, N. S. Wales, Jan. 22, 1892- 
... A paper by you on Trendelenburg's posture 
and an account of an appliance which you have devised 
for maintaining the position. It occurred to me that 
this was just what I had been needing, for it is impos- 
sible to cMrt about a special table. . . . 
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that I shall succeed in dispelling all 
their scruples. 

You all know that Trendelenburg's 
posture simply means the elevation of 
the patient's pelvis, in such a way 
that the body slants down on an in- 
cline of at least 45** to the horizontal ; 
in some cases an elevation of up to 
fe'' is desirable. This certainly does 
not involve the slightest risk to the 
patient in itself; on the contrary, 
where you have to operate on an ex- 
sanguinated patient, it is an efficient 
safeguard against shock from sudden 
anaemia of the brain. 

No matter whether you choose 
ether or chloroform as an anaesthetic, 
the posture does not interfere with 
the narcosis in the least ; but to any- 
one who has never seen an abdominal 
section done in this posture it will 
be a perfect revelation. All the ab- 
dominal viscera gravitate towards the 
diaphragm, and in that way the pelvic 
cavity is rendered perfectly free and 
easy of access. A single flat sponge 
or a piece of sterilized gauze keeps 
the intestines out of view and harm's 
way during the entire operation. In 
this way the most trying feature in 
abdominal surgery, viz., the constant 
annoyance resulting from the slipping 
in between of the guts, is eflfectively 
avoided. A great deal of time is saved 
in that way, and what is still more 
important the intestines are not 
handled unnecessarily, and thus injury 
to the peritonaeal endothelium is 
avoided. 

Since using Trendelenburg's pos- 
ture I never had to resort to ereutra- 
tion of the intestines, not even in the 
most difficult cases ; while I learned 
from clinical reports of other opera- 
tors, who have not yet adopted this 
method, that every now and then they 



meet with difficulties which seem to 
necessitate this risky procedure. 

The greatest advantage of all, how- 
ever, is that Trendelenburg's posture 
enables the surgeon to perform the 
operation under control of the eye, so 
that he sees what he is doing and does 
not have to rely upon his sense of 
touch alone, while dealing with the 
most difficult pathological changes in 
the peritonaeal cavity. I certainly do 
not underrate the value of manual 
dexterity, and I certainly consider a 
highly-trained, delicate sense of touch 
one of the requirements of a success- 
ful surgeon ; but if any one tells me 
that he did not care to use Trendelen- 
burg's posture for no other reason 
than that his fingers could give him 
the same information that eyesight 
does, he would strike me as a man 
who would deliberately blindfold him- 
self while pefforming a serious opera- 
tion on afellow-beingtjust to show that 
he could do it without looking at it, 

I believe gynaecology to be a dis- 
tinct branch of surgery ; still I hold 
that it must be governed by the same 
fundamental rules that are universally 
adopted in modem surgical art. Now, 
to make as small an incision as possi- 
ble, then to extirpate tubes and ovaries, 
which are the seat of purulent disease, 
by the tearing process, to then indis- 
criminately flood the abdominal cavity 
with hot water, under the mistaken 
idea that in that way infectious mate- 
rial which has been left behind can be 
eliminated, and to leave the rest to 
Providence and the drainage-tube, is 
a practice which is in disaccord with 
the very foundation of modem, sound, 
surgical principles, and which cannot 
be denounced too strongly. 

Still I do not intend to wander 
from my subject, but like to point out 
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on the other side the facility which 
Trendelenburg's posture affords us to 
peel off and tie off pus-tubes and 
ovaries, without rupturing them, under 
the combined control of eye and 
touch. To mop off all little pools of 
blood or sanies that might be found 
in the depth of the pelvis is easily 
and perfectly accomplished. Any 
bleeding spot is readily detected and 
as easily tied off, as if we were oper- 
ating on an arm or leg. 

As the entire contents of the cavity 
are before us, like in an anatomical 
demonstration, accidental injury to 
the different organs can safely be 
guarded against. The ureters are 
plainly visible and can, therefore, be 
avoided; the contour of the bladder is 
readily made out, and the organ will 
never be injured, except by gross neg- 
ligence, if Trendelenburg's posture is 
used. Adhesions with the gut and 
omentum are not rudely torn in a hap- 
hazard way, but are separated in a 
surgical manner, under perfect control 
of the eye, while bleeding points are 
tied at once. 

It would lead too far to enter into 
details and to relate the special advan- 
tages of Trendelenburg's posture in 
the different operations we are called 
upon to perform in the woman's peri- 
toneal cavity. I must refer you to 
my former paper before the Ameri- 
can Association of Obstetricians and 
Gynaecologists for its special applica- 
tions. 

Dr. Florian Krug, of New York, after read. 
ing his paper, exhibited an apparatus for 
securing Trendelenburg's position. For its 
advant^es over other apparatus, he claimed 
that it could be made antiseptic, could be 
placed at any angle and fastened to any kind 
of a table ; that it did not weigh quite twenty 
pounds and was easily portable. Further- 
more it had the advantage of being cheap. 



discussion. 

Dr. Montgomery: 

I have followed the suggestion of Dr. Krug, 
and have used a similar contrivance. It is 
very advantageous, and the position is what 
the doctor recommends it to be. Everything 
can be seen while operating, as all the organs 
are under the eye. It demonstrates all the 
steps of an operation. Students pronounce 
it most satisfactory, as they are enabled by it 
to see every part of the operation. It calls 
to my mind the manner in which the farmers, 
when I was a boy in the country, spayed 
pigs. 

Dr. Wm. Goodell : 

I have nothing but commendation to o£Eer 
for Trendelenburg's position. I saw it for 
the first time in Germany, last summer. 
There is nothing like it for bad adhesions. I 
used it last week before the summer class, 
and I dare say it is the only time the students 
ever saw all the steps of an operation. It 
enables the eye and hand to work together. 
When the woman is in the usual horizontal 
position, the recti muscles sometimes refuse 
to relax, no matter how far the ether is pushed; 
but in the Trendelenburg position this em- 
barrassing rigidity never happens. I aided a 
friend to-day in a bad case of adherent pus 
tubes. Nothing could be done intelligently 
until this position was used, then he was en- 
abled to see the parts and to prevent the pus 
from escaping into the peritoneal cavity. It 
is indispensable in complete suprapubic hys- 
terectomies ; and is an admirable position in 
which to perform supravaginal amputation 
for fibroid tumor. One can see everything 
in these trying cases, and it is, therefore, an 
invaluable aid. 

I think the apparatus which Dr. Krug has 
devised is simplicity itself and far less cum- 
bersome than the one I brought from Ger- 
many. 

Dr. Hirst : 

The only disadvantage of Dr. Krug's de- 
vice is its cumbersomeness. This afternoon 
while in the train, I thought of something 
that would answer the purpose equally as well, 
and the materials necessary for its construc- 
tion at the bedside can be readily carried by 
the surgeon. I made a drawing of this and 
will pass it around. 
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Dr. E. p. Davis : 

The point of simplicity which Dr. Hirst 
makes is a good one. A strong high-backed 
rocking-chair, with the rockers removed, an- 
swers the purpose admirably. The chair is 
turned upside down, and the legs of the pa- 
tient are allowed to hang over the back of 
the seat I have operated on six cases, using 
the broken rocker to obtain this position. It 
is very satisfactory. 

Dr. Baldy : 

I like the Trendelenburg position. In one 
case I improvised a table for that purpose, but 
it proved to be too high for easy work. I was 
convinced of the utility of the position for 
certain cases, but the majority of cases are 
too simple to make use of this method. 

Dr. J. Price : 

As yet I have not given this position a trial. 
I will not criticise the apparatus, but will 
criticise our old methods, to which exception 
has been taken. 

Dr. Krug says this has come to stay. This 
was the cry of the confederate soldiers at 
Gettysburg, and they did stay. Some one 
says the position has special advantages for 
dealing with fibroids in the pelvis and for 
hysterectomies. I do not want fibroids at 
the level of my head to do good surgery. 
You cap saw the table off if you like. Acci- 
dents are liable to occur working at this 
height. Had I not followed the plan which I 
did, my hysterectomies would have been 
failures. I have never convinced myself that 
I could improve on my results. Men have 
criticised irrigation, drainage and everything 
else that is good. They have even con- 
demned the pathology of pelvic troubles. 
Way back in the history of abdominal sur- 
gery several authors allude to vaginal ovari- 
otomies ; two cases were saved by irrigation, 
two by drainage. Some insist on long inci- 
sions, and say there is no more risk of hernia 
from a four-inch than from a two-inch incision. 
I do not agree to this. Unless great care is 
taken, as in suppurating dermoids, pus and 
blood will flow if sponges are not used. 

One of the gentlemen has called attention 
to the risk of rupture of such accumulations, 
or rather the absence of risk. Take, for ex- 
ample, multiple ovarian abscess. I know of 
no method that will avoid rupture in the enu- 
cleation. In the enucleation of a suppurating 



ovary the size of an t%% or orange, the sac is 
usually ruptured. It cannot be helped, for it 
is next to impossible not to break this sac. 
The sac or pelvic accumulations do not leave 
their situations, even when the position is that 
of Trendelenburg. In an operation I had 
to-day for appendicitis, I had to shell out a 
diseased ovary, csecum and appendix. To- 
morrow I shall have the same trouble. All 
diseased tubes and ovaries seek a lower 
level. I do condemn a long incision in 
the elevated hip position. I have seen 
assistants tug at retractors till nothing but 
harm could result. The long incision gives 
needless exposure and manipulation and ad- 
mits air. I speak with an experience of 
fifteen hundred operations. 

Dr. Krug has criticised our modern 
methods. I cannot for a moment put away 
water ; water must be used in abundance as 
long as my mortality is below five per cent. 
I will welcome any improvement when my 
mortality reaches nine or ten per cent. The 
horizontal position cannot be condemned. 
Enucleation and evacuation must be made, no 
matter in what position. I am willing to 
welcome anjrthing that will minimize time, 
incision and exposure. 

Dr. Krug (closing) : 

I have very little to say, as, with one excep- 
tion, all the speakers were in favor of the 
posture. 

Dr. Price has criticised everything and 
everybody except himself and the points I 
tried to make in my paper. I have laid stress 
on the importance of a sensitive touch and a 
well-trained hand ; but I must still insist on 
the great advantage of working under the 
combined guidance of the eye and hand, not- 
withstanding his remarks. 

Owing to Trendelenburg's posture, I have 
not ruptured so many pus sacs lately as 
before in the horizontal posture, although 
this accident could not dways be avoided. 
Still, if possessed of any degree of dexterity, 
the operator can guard against the fluid con- 
taminating the abdominal viscera. On the 
contrary, it is by far easier to do so in the 
elevated than in the horizontal position. I 
had no difficulty in safely disposing of the 
pus, even in most complicated cases. 

Dr. Price speaks of men with limited ex- 
perience, and mentions the large number of 
his operations. Now, sir, since he has never 
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tried Trendelenburg's posture, and as I have 
done nearly three hundred sections in that 
way, while bein^ fully familiar with the old 
method, I must claim the experience on my 
side. 

Dr. B. C. Hirst: 

inversion of the uterus. a com- 
pound presentation. spontane- 
ous reposition in pregnancy of 
a uterus for many years fixed 
in retroflexion. intraperito- 
neal abscess from gonorrhgea. 
enormous cyst of the labium, 
removal of infected fibroids 
after delivery. tuberculous 
peritonitis, with pyosalpinx. 

The first case I have to report is 
one of the rarest accidents in obstet- 
ric practice — inversion of the uterus. 
There was placed under my charge, in 
her second pregnancy, a woman who 
had married late in life, had become 
pregnant, gone considerably beyond 
term, and then been delivered, after 
a very difficult labor of a dead in- 
fant, destroyed by instruments. In 
the second pregnancy a disposition 
to prolongation was again show^. 
Ten days after term I inserted a 
bougie, and about thirty hours later 
a living, healthy child was bom with- 
out instrumental interference. After 
waiting about twenty minutes, I en- 
deavored to express the placenta, but 
without success. A sharp haemor- 
rhage then occurred, and I tried to 
assist the expression by moderate trac- 
tion upon the cord. The placenta 
did not come, and the haemorrhage 
grew more profuse. I then inserted 
my hand to the placental site, found 
the placenta partially adherent, de- 
tached it with some difficulty, and 
then extracted it. At that time, as I 
could plainly feel, the uterus was 



normal in position, although, of course, 
not well contracted. A few minutes 
after the removal of the placenta, 
although there was no more bleeding, 
the woman became profoundly 
shocked. The face was pinched and 
deadly pale, vision failed, the pulse 
became imperceptible at the wrist, 
and the heart beat feebly but very 
rapidly. Placing my hand upon the 
abdomen, I noted an absence of the 
uterine tumor, which only extended 
a little above the symphysis. Insert- 
ing the hand within the vagina, it was 
at once met by a large, fleshy mass 
that proved to be the body of the 
womb. Lifting the tumor up with 
the intravaginal hand, a slit or groove 
could b^ felt, by the hand upon the 
abdomen, running across its upper 
surface. The diagnosis of inverted 
uterus was easily made. In attempt- 
ing the reposition of the uterus, pres- 
sure was made with the finger-tips of 
one hand against the inverted fundus, 
but at first without success. As soon 
as I pressed forward and upward, 
however, in the direction of the axis 
of the superior strait, the fundus 
yielded, and in a few seconds the 
womb was restored to its proper 
position and relations. During my 
eflforts at reposition the woman's 
condition was most alarming. As 
soon, however, as reposition was ef- 
fected, there was, as Porak aptly said 
of his case, a veritable resurrection. 
The woman improved at once, and 
from that time had no unfavorable 
symptoms. I am at a loss to explain 
the inversion in this case. It was 
not due to my moderate traction 
upon th« cord, but perhaps was be- 
gun by my efforts to detach the 
placenta with the hand in utero. 
The adherent placenta had undoubt- 
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edly some causal relation to the acci- 
dent. Belin, in a recent paper, shows 
that inversion of the womb is almost 
always associated with adherent pla- 
centa. This observer, by the way, 
puts the frequency of inversion of the 
uterus at i in 190,000 labors. The 
most important lesson I learned from 
this valuable experience was to press 
with my finger-tips upward and/^r- 
ward^ in the eflfort to restore the 
uterus to its proper position. In 
order to do this, it was necessary to 
pass the hand far backward into the 



and rather rare form of compoimd 
presentation, namely, of the head, a 
foot and the umbilical cord. A com- 
pound presentation by the prolapse of 
a hand alongside the head is an occur- 
rence of no great inf requency, and it 
is not very uncommon to see a pro- 
lapse of the cord alongside the ex- 
tremity, an open space being left at 
that situation between the head and 
the pelvic wall. The impaction of a 
foot and head together in the pelvis 
is a rarer complication in labor, espe- 
cially if the child is of normal size. 




Fig. I. 



vagina and to bend the fingers for- 
ward. The illustration of an inverted 
uterus, which I here present, shows 
plainly the necessity for this man- 
oeuvre. The drawing was taken from 
the body of an unfortunate woman 
who died of the inversion,* and is more 
correct than many to be found in 
modern works. 
I have next to report an interesting 

* Refers to a drawing shown to the Society in the Re- 
pertoire general d'Anatomie et de Physiologie pathol- 
ogiques et de CUnique chirurgica]e,Tome II, Paris, 1826. 



Quite recently, in the Maternity Hos- 
pital, we have had a case of the latter 
sort, a picture of which is here ex- 
hibited (Fig. I). 

The head presented by the vertex 
in a right occipito-posterior position. 
The toes of the foot could be plainly 
felt over the child's forehead. The 
head and foot descended together to 
the floor of the pelvis; the occiput 
refused to rotate forward, and after 
some delay went into the hollow of 
the sacrum. At some time in the 
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second stage of labor the cord pro- 
lapsed so that it appeared externally 
at the vulva. It was just afterward 
that I first saw the patient. Every- 
thing being favorable for a rapid de- 
livery, I put on the forceps, and in a 
few minutes extracted a living child. 
The case is interesting for several 
reasons : the presentation at once of 
head and foot, which is rare at term ; 
the prolapse of a large portion of the 
cord ; and the prevention of forward 
rotation of the occiput, by the foot 
acting like a wedge upon the fore- 
head and preventing its backward 
rotation. The treatment adopted in 
this case is, I think, usually the best 
— namely, the application of forceps, 
without regard to the prolapsed ex- 
tremity, or at least without attempting 
to replace it. 

SPONTANEOUS REPOSITJON IN PREG- 
NANCY OF A UTERUS FJXED FOR 
MANY YEARS IN RETROFLEXION. 

This case has several points of con- 
siderable interest. The patient is a 
lady in good circumstances, married 
for nine years. When I first saw her, 
some two years ago, the uterus was 
retroflexed and firmly fixed. On 
both sides there was fulness and ten- 
derness; probably both tubes and 
ovaries were diseased. From the 
pathological history it is likely that 
the pelvic condition had existed at 
least since marriage, if not before. 
The subjective symptoms were not 
very severe— certainly not grave 
enough to indicate an operation, 
though the physical signs, I judge, 
would have justified such a procedure 
in the minds of some operators. I 
adopted a systematic massage of the 
womb for some time with decided 
benefit as regards symptoms and with 



the result of increasing the mova- 
bility of the womb, but not to a suffi- 
cient degree to nearly permit its re- 
position. It still remained with the 
fundus behind on about the level of 
the cervix. At the expiration of two 
years, during the whole of which time 
the patient was under my care at 
intervals, a menstrual period ^as 
missed. On examination there were 
some of the objective signs of early 
pregnancy, with morning sickness. 
A month later it was almost certain 
that the womb was pregnant, though 
the diagnosis was obscured by the 
malposition of the womb, which re- 
mained tightly fixed in retroflexion. 
I began to contemplate the necessity 
of inducing abortion, but two weeks 
later, at the next examination I was 
astonished to find the uterus in per- 
fect position. It is now the seventh 
month of gestation and there have 
been no untoward symptoms at all. 
The patient has always ardently de- 
sired maternity, and consequently is 
delighted at the prospect. The out- 
come in this case would support the 
view of those who hold that a retro- 
flexed womb is more likely to be 
spontaneously replaced than a retrp- 
verted organ; but even in the face 
of numerous reported cases of spon- 
taneous reposition, it is certainly un- 
common to see impregnation in a 
marked retroflexion of the womb with 
evidences of inflammatory disease in 
both broad ligaments, and it is still 
more remarkable to witness a sponta- 
neous rectification of the malposition 
in spite of firm adhesions of long 
standing. 

INTRAPERITONEAL ABSCESS FROM 
GONORRHOEA. 

The patient was a young married 
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woman, infected by her husband with 
gonorrhoea. She had, when I saw 
her, typical symptoms of pyosalpinx. 
At the operation I found pyosalpinx 
on the right side, the tube being about 
as large round as my thumb, with 
thickened walls, but containing very 
little pus. Near the fimbriated ex- 
tremity of the tube, which was closed, 
but not directly connected with it, 
was an abscess as large as an orange, 
on the mesentery, and closed in by 
an arching loop of small intestine. 
There had evidently been an ejacula- 
tion of gonorrhoeal pus from the ab- 
dominal mouth of the tube before its 
closure. The right tube and ovary 
were removed, the abscess evacuated, 
actively bleeding surfaces on the 
intestine sutured and treated with 
Monsel's solution, the abdomen closed, 
but drained for about eighteen hours. 
The patient made a perfect recovery. 
I presume that this condition has 
been encountered by those who have 
large experience in operative treat- 
ment of pyosalpinx, but I had never 
seen anything like it and think that 
the independence of the abscess and 
its peculiar situation are somewhat 
remarkable. 

LABIAL CYST. 

The photograph exhibited herewith 
(Fig. 2) shows the external appearance 
of the cyst so perfectly that a descrip- 
tion of it is unnecessary. It could, on 
examination, be differentiated from 
hernia, hydrocele of the round ligament 
and haematoma; but, although evi- 
dently a cyst of Batholin*s gland, its 
size was most unusual. On incision, 
twenty-six ounces of a dark, chocolate- 
colored fluid were evacuated. The 
woman stated that the tumor first 
appeared nine years ago, two months 



after childbirth, as a swelling the size 
of a hickory-nut. It steadily but 
slowly increased in size to its present 
dimensions. The cyst did not refill 
after evacuation and the woman is 
now quite relieved. The right labium 
is undergoing involution, but is still 
somewhat hypertrophied. 

REMOVAC OF INFECTED FIBROIDS 
AFTER LABOR. 

I exhibit here two specimens of 
fibromata (Figs. 3 and 4) removed from 
puerperae, one six weeks after labor, 
the other twelve days. In the first 
case, the tumors, two in number, were 
of moderate size, as may be seen. They 
could not offer any mechanical hin- 
drance to labor as they were attached 
near the fundus. After delivery the 
woman had the symptoms of an in- 
fected endometrium, and it required 
vigorous antisepsis to conquer the 
alarming manifestations of septic in- 
fection. Although the fever and other 
systemic signs of infection in time 
abated, there remained some elevation 
of temperature without intermission. 
After waiting six weeks in the hope 
that the slight fever would subside, I 
determined to remove the fibroids, 
the presence of which had been diag- 
nosticated during pregnancy. The 
operation was an easy one, and two 
days afterward the patient had the first 
normal temperature since delivery. 

The second specimen (Fig. 4), as may 
be seen, is a very large fibroid, reach- 
ing, before removal, from the fundus 
of the involuted uterus to the liver. 
There was no difficulty in labor, but 
directly afterward, almost, there were 
symptoms of sepsis. After waiting 
twelve days, and finding the fever did 
not abate, I determined to remove the 
tumor. The operation was not diffi- 
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cult, although there were a good many 
adhesions, especially to the omentum, 
and there was free haemorrhage. The 
patient recovered perfectly. From 
these two operations and the observa- 
tion of cases treated expectantly by 
others, in a number of instances with 
a fatal result, I shall always hold my- 
self in readiness to operate on fibro- 
mata after labor as soon a^ I can con- 
clude that they are infected. The 
low vitality of these growths makes 
them peculiarly liable to septic in- 
vasion. Germs which the cells of the 
uterine body could conquer and de- 
stroy would survive if they once got 
access through the lymphatics of the 
womb to a fibroid tumor in or on the 
uterine walls. 

TUBERCULOUS PERITONITIS, WITH EX- 
HIBITION OF PUS-TUBE COVERED 
WITH TUBERCLES. 

This interesting specimen (Fig. s) 
was taken from a patient of Dr. J. K. 
Mitchell, a young woman, aged 23, 
who gave the following history : She 
had been in good health until about 
five weeks before I saw her. At that 
time she had gone out thinly clad 
while menstruating and had taken 
cold. The flow stopped, symptoms 
of peritonitis appeared and have per- 
sisted for the last five weeks, but 
latterly not in their original intensity. 
I was asked to examine the pelvic 
organs to see if anything there ac- 
counted for the trouble. I found a 
large, sensitive mass in Douglas' 
pouch and urged a section, which was 
done the following week. I found a 
large pyosalpinx, with general, diffuse, 
tubercular peritonitis and ascites. 
The pus-tube was removed and the 
abdomen well flushed. This was 
more than twelve weeks ago. I fear 



that the girl is generally tubercular, 
for while all peritoneal symptoms have 
disappeared, there is still fever. It is 
an interesting question whether one 
should remove anything f ix)m such a 
peritoneal cavity leaving a raw stump 
behind, whether this would not favor 
the general invasion of the body by 
the tubercle bacilli. 

DISCUSSION. 

Dr. Charles P. Noble : 

I recently had the pleasure of seeing a case 
of inverted uterus in consultation with Dr. 
Thomas Shriner. The inversion was due, 
probably, to traction on the cord, and was re- 
duced by pressure on the mass — the cervix, 
corpus, and finally the fundus ascending. The 
patient, a young multipara, was delivered by a 
homoeopathist, who thought he had an adher- 
ant placenta, to detach which ^he made per- 
sistent manual efforts. Becoming exhausted, 
and the patient losing much blood,a messenger 
was despatched for assistance, and Dr. Shri- 
ner was summoned. As the conditions were 
most urgent, Dr. Shriner thought it his duty 
to relieve the patient — and very rapidly too — 
even though he might be reg^arded as con- 
sulting with an irregular. On examination 
the uterus was found inverted, and quite rag- 
ged and lacerated from the ignorant efforts of 
the doctor. The uterus was reduced without 
difficulty, when Dr. Shriner retired. 

On the seventh day tetanus developed, 
when Dr. Shriner was asked to take charge 
of the case. The paroxysms were not very 
violent The lochia was scanty and foul 
smelling, but there were no evidences of con- 
stitutional sepsis. I saw the patient at this 
time. She was treated with irrigations and 
iodoform suppositories locally, and with 
chloral, morphia and the bromides, to combat 
the tetanic spasms. Death occurred on the 
tenth day. 

Puerperal tetanus is a very rare disease, 
and is practically unknown in temperate and 
cold climates. Probably this case is unique 
in the northern part of the United States. 

In regard to abscess from gonorrhoea. I 
had a well-marked case where the abscess was 
in the peritonaeum. The patient consulted 
me for a vaginal cyst back of the cervix, and 
a laceration of the cervix, for which I operated. 
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The husband contracted gonorrhoea during 
the wife's convalescence from childbirth and 
later infected her. The history is clear from 
the husband's confession. The gonorrhoeal 
poison went up to the tubes in a few days and 
produced peritonitis. The patient's condition 
grew rapidly worse, so that I was obliged to 
operate. I found both tubes diseased and an 
abscess, which lay to the outer side of the sig- 
moid, extending into the pelvis. The clinical 
evidence of gonorrheal intraperitonaeal ab- 
scess is very strong, but it has been denied by 
the bacteriologists, though the recent re- 
searches of Wertheim are in strict accord with 
the clinical evidence. The case is so typical 
that I have reported it. 

Dr. Davis : 

I desire to emphasize what Dr. Hirst has 
said in regard to fibroids. For about ten 
days after curetting a uterus for fibroids, the 
patient did well, but later an abscess de- 
veloped and extended to the tubes. The 
patient was operated upon, but did not stand 
the operation. Peroxide of hydrogen had 
been used prior to the cutting. 

Dr. Montgomery: 

The two subjects are pregnant with in- 
terest. How we should treat septic cases 
following labor is very important We 
should arrest the disease while it is still in 
the organ itself. The question of curetting 
the uterus is one that has been discussed 
here before. When the disease has extended 
to the broad ligament, the wisest procedure 
is to open the abdomen and drain. I have 
seen several cases with satisfactory recovery 
occiuring after abortion and also after full 
term. In one case the abscess involved the 
tube, and extended to the broad ligament. 
The broad ligament and one side of the 
uterus was removed and the patient re- 
covered. 

In the second case referred to, i. /., the 
removal of a fibroid tumor, the treatment of 
the stump is one of anxiety and difficulty 
when fixed at the lower angle of the wound ; 
it results in slow convalescence, as all healing 
is by secondary processes. They are often 
followed by secondary troubles, annoying 
the life of the woman. The stump is of no 
Sffecial importance, and is best removed. 
Extirpation of the uterus was first seen by 
me in Dr. Davis' case, and I think it is a 



better plan than treating the stump extra- 
peritonxally. I think it would have been 
better to close up the vagina and drain from 
above, as we had a large pus tube in addition. 
Unpleasant sequelae will lead us to complete 
extirpation. 

Dr. J. Price: 

The choice of operation in these cases is a 
puzzling one. The doubtful cases may yield 
to salines and drainage, and thus settle the 
question pf operative interference. 

Puerperal peritonitis generally follows dirty 
midwifery or previous mischief of some sort. 
In the case of appendicitis to-day, the tube 
was full of pus, due to traumatism in labor. 
Puerperal fever is not puerperal fever as we 
were taught. It often follows injury to der- 
moids and pre-existing pelvic troubles. I 
recall a case, where five years before labor a 
case of dermoid was diagnosed. I advised 
operation. It was declined. Pregnancy and 
labor came and puerperal fever followed. 
The dermoid was suppurating, and the con- 
dition was that of puerperal peritonitis. 

In regard to the advantages of Trendelen- 
^rg*s position in these cases, it is not neces- 
sary to elevate to inspect, as the moment the 
abdomen is opened you see the viscera. It 
must be drained. It is curious how rapidly 
these cases get well if the drainage-tube re- 
mains wet If it is dry for twenty-four hours 
the patient dies. Peritonitis follows criminal 
abortion, dirty instruments, etc. In several 
cases, where the coroner was summoned, and 
he summoned me, the patients got well after 
section, irrigation and drainage. A number 
of Western operators have reported successes. 
There is nothing like several pitchers of 
water for purulent peritonitis. Section, irri- 
gation and drainage are necessary. Dr. 
Annandale told me that his old chief in 
Edinburgh said to him, " • Put that man with 
purulent peritonitis in the bath-tub and wash 
out his abdomen.' It was done, but I do not 
remember with what result." 

To open the abdomen, open just enough 
to admit two fingers and the irrigator, and 
you can irrigate from kidney to kidney 
and from diaphragm to pelvis. Make a tri- 
valve speculum out of your two fingers, and 
shift the nozzle of the irrigator. It does not 
matter how much water you leave, it will act 
as a transfusion. Bantock sa3rs in reopening 
for peritonitis the patients have all died, but 
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they were moribund before operating. In 
conclusion, in regard to the hysterectomy, 
extirpation is an ideal hysterectomy, but the 
result is not so good. Three in Cincinnati 
with a death, three in New York with a death, 
and three in Philadelphia with one death. 
With the extraperitonaeal stump, Keith had 
thirty-eight with three deaths. I had forty- 
three without a death. I have done two 
complete extirpations without a death. In 
the first one I opened the retro-peritonaeal 
pouch, made a chain suture from this to the 
bladder, from the left and right You must 
do it quickly. In the second case I passed 
the large hysterectomy forceps and locked 
them quickly. Both patients got well. I 
would not recommend the forceps, but would 
recommend the chain suture. When the 
cases are all recorded we will know more 
about intestinal surgery than we do now. 

The lower method of drainage can be 
practiced without leaving the vaginal vault 
open. 1 do not see why, with a healthy 
fibroid, by complete extirpation, they should 
not do well without drainage. We can leave 
as many as one-half dozen healthy pedicles 
without danger. 

Dr. Edward P. Davis: 

IRRIGATION OF THE PERITONEAL 
CAVITY IN PUERPERAL SEPSIS : COM- 
PLETE REMOVAL OF THE UTERUS 
FOR MULTIPLE FIBROMATA. 

The propriety of opening the abdo- 
men of the patient suffering from 
puerperal sepsis, in whom pyo- 
salpinx, ovarian or uterine abscess, 
or abscess of the broad ligament is 
present, requires no discussion. It 
is my purpose to-night, by describing 
a case of irrigation of the general 
peritoneal cavity, to raise the ques- 
tion as to the advisability of such 
irrigation in the absence of pelvic ab- 
scess, but where the lymphatics of 
the peritonaeum are the seat of a 
septic process. 

The patient was a Russian woman, 
aged 23, confined amid surroundings 
of filth, and sustaining at labor a 



laceration of the perinaeum. She was 
admitted to the Philadelphia Hos- 
pital, a few days after confinement, 
in a septic condition ; the perinaeum 
was closed, the patient was given 
vaginal douches of bichloride of mer- 
cury solution, and soon after admis- 
sion to the hospital her uterus was 
curetted and douched with creolin, 
and an iodoform suppository of sixty 
grains was placed within the uterus. 
This was followed by a fall of tem- 
perature to normal, her fever, how- 
ever, soon returning. She had been 
under the care of a colleague, but 
came temporarily under my care a 
few days after. She then complained 
of almost constant pain throughout 
the abdomen, especially in the upper 
portion. Her respiration seemed pain- 
ful, by reason of the movements of 
the diaphragm and its disturbance of 
the abdomen. The intestines were 
tympanitic, but the abdomen was not 
greatly distended. Her temperature 
was 102, her pulse rapid, and her gen- 
eral expression was pallid, indicating 
a decided septic infection. There 
was no evidence, upon examination, 
that a collection of pus existed in her 
pelvis ; it was, however, thought best 
to open the abdomen and thoroughly 
inspect the pelvic organs. Accord- 
ingly, the patient was anaesthetized 
and placed in Trendelenburg's pos- 
ture in a good light. Laparatomy en- 
abled the operator to inspect the 
uterus, ovaries and broad ligaments 
with comparative ease. As had been 
anticipated, no collection of pus was 
found in the pelvic organs ; the uterus 
had undergone a fair involution, the 
peritonaeum was free rom lymph or 
pus, but was reddened and turgid. 

It seemed probable: nat a genera 
peritonitis was beginning, and accord 
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ingly the peritonaeal cavity Was irri- 
gated with four gallons of a saline solu- 
tion, 3.10 per cent, sodium chloride, 
3.10 per cent, sodium bicarbonate, at a 
temperature of 110° F. The fluid 
was especially directed among the in- 
testines and high up in the abdomen, 
beneath the diaphragm. Following 
this, one gallon of boiled water was 
also used ; the fluid returned almost 
clear, a slight turbidity and a few 
flakes of lymph being present. A 
drainage-tube was then inserted to 
the bottom of the pelvis, through 
which, twenty-four hours after the 
first irrigation, the abdomen was 
again flushed with saline fluid as the 
patient lay in bed ; the drainage tube 
was shortly afterward removed, and a 
single strip of iodoform gauze was 
carried into the pelvis to indicate the 
presence of pus, should suppuration 
occur. This was soon removed, and 
the abdomen closed. The irrigation 
was followed by a marked improve- 
ment in the patient's symptoms ; her 
complaint of pain ceased, her tem- 
perature fell to normal and remained 
so for a week. She then suffered 
from a rise in temperature to 102°, 
but careful examination of the abdo- 
men failed to reveal signs of perito- 
nitis. 

Pain in the joints was present, and 
it was thought that septic inflamma- 
tion in the joints had supervened. 
The use of free purgation, sponging 
and alcohol resulted in the cessation 
of these pains. They recurred after- 
ward with less severity, but have al- 
most entirely disappeared. At pres- 
ent the patient is in the enjoyment 
of comfortable health, and is steadily 
gaining in flesh and strength. 

In view of the discouraging state- 
ments of many obstetric text-books 



to the effect that in general perito- 
nitis it is useless to open the abdomen, 
it seems of value to place upon record 
any experience in this procedure. 
From personal experience the follow- 
ing may be suggested as rational treat- 
ment in puerperal sepsis: (i) Thor- 
ough disinfection of all puerperal 
ulcers, with four vaginal douches of 
bichloride of mercury solution i to 
4,000 in twenty-four hours, accom- 
panied by purgation with salines ; tur- 
pentine stupes may be used to relieve 
abdominal pain. If fever and foul 
lochia are present the uterus should 
be curetted and thoroughly douched 
and tamponed with iodoform gauze, 
or sixty grains of iodoform in a sup- 
pository placed within its cavity. 
Intrauterine douches should be con- 
tinued at intervals for not longer than 
forty-eight hours. If no improvement 
follows, the patient should be placed 
in Trendelenburg's posture, the abdo- 
men opened, the pelvic organs in- 
spected, foci of suppuration so dis- 
covered extirpated, or, if the general 
peritoneal cavity has begun to be in- 
volved, free irrigation should be prac- 
ticed. A difficult point to determine, 
and one whose discussion cannot fail 
to be of value, is the question, What 
indications justify the opening of the 
abdomen and the practice of radical 
interference } 

I desire to report in addition, a case 
of total extirpation of the uterus for 
multiple fibromata. The disadvan- 
tages of leaving a stump after hys- 
terectomy, and the dangers attending 
the total extirpation of the uterus, 
have been drawbacks in hysterectomy. 
The aim of the surgeons has been 
more and more to avoid leaving be- 
hind that which was a source of 
danger, as expressed by a gynaecologist, 
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who said " that it was not what was 
removed in hysterectomy, but that 
which was left behind, which resulted 
in disaster." Total extirpation of the 
uterus for cancer has suggested the 
application of the same procedure for 
fibromata, and the method of Freund, 
Bardenheuer, Martin and Chrobak, 
has been brought before the Ameri- 
can profession by Krug, of New 
York, Ross, of Toronto, and Eastman, 
of Indianapolis. Krug's method, as 
stated in the New York Journal of 
Gynecology and Obstetrics^ January, 
1892, is doubtless familiar to the 
members of this society. He reports 
six cases, five of which recovered. 
The following case may suggest to 
those who practise this method, points 
of interest and improvemenjis in the 
technique of the operation : 

The patient was a colored woman, 
ignorant of her own age, but appar- 
ently about 30. She gave no history 
of pregnancy, parturition, or septic 
disease. She said that for some time 
she had suffered from a sensation of 
weight in the pelvis, and that her ab- 
domen had enlarged. About a year 
before admission to the Philadelphia 
hospital she had what she termed 
chills and fever ; after that her health 
steadily declined ; she suffered from 
obstinate constipation, and from dis- 
turbance of the functions of the blad- 
der, and for several months had been 
obliged to lie down most of the time, 
unable to work. She had presented 
herself at one of the hospitals of the 
city for treatment, but operation was 
not desired by the surgeon in charge. 

On admission to the Philadelphia 
hospital, the patient was found to be 
in fair physical condition. She suf- 
fered from a slight bronchial catarrh, 
which yielded readily to treatment. 



The urine was normal, and the condi- 
tion of the viscera, so far as could be 
determined, was normal. The cervix 
was small and pushed up behind the 
symphysis pubis. The pelvis was 
filled with an irregular slightly elastic 
mass, and through the abdominal wall 
could be felt nodules of various sizes. 
A diagnosis of multiple fibromata was 
made, and the patient requested an 
operation. After suitable preparation, 
and with the kind counsel and assist- 
ance of Dr. Montgomery, it was de- 
termined, if possible, to operate by 
total extirpation of the pelvic mass. 
The vagina was first disinfected by 
injections of creolin, 2 per cent., and 
green soap. Its mucous membrane 
was further cleansed by thoroughly 
swabbing it with a towel dipped in the 
creolin and green soap mixture. The 
cervix was too small to admit a tampon 
of iodoform gauze. The patient was 
then placed in Trendelenburg's pos- 
ture, and the abdomen freely opened. 
The bladder was spread out upon the 
anterior surface of the tumor, and nar- 
rowly escaped injury. It was dis- 
sected off, when the mass was found 
adherent to the omentum above. 
These adhesions were separated, when 
it was observed that the fibroids had 
extended into the right broad liga- 
ment, almost filling the space between 
its layers. While separating adhe- 
sions between the tumor and in- 
testines, an abscess cavity was opened, 
situated behind ^d below the uterus 
and fibroids. Several ounces of very 
dark, foul pus escaped. This cavity 
was freely irrigated by a constant 
stream of boiled water until thor- 
oughly emptied. The right broad 
ligament was then incised, and the 
pelvic mass brought up to the brim 
of the pelvis. It was necessary to 
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ligate portions of the ligament, one of 
which closely resembled the ureter in 
appearance. The broad ligaments 
were then tied close to the tumor 
with strong silk, the ends of the liga-* 
tures being left long. By dissecting 
close to the tumor the mass was then 
severed from its connections, the 
vagina was incised at its juncture with 
the cervix, and the uterus, tumor, and 
left tube and ovary were removed. A 
few bleeding points in the peritoneal 
and pelvic tissues were then ligated, 
and the ligatures were brought out 
through the vagina. The abdom- 
inal cavity was irrigated freely with 
boiled water, and the ligatures were 
pulled upon gently to turn the stumps 
downward into the vagina. Iodoform 
gauze was then packed into the pelvis, 
one end of the strip being brought 
into the vagina with the ligatures. 
The abdomen was then completely 
closed. The patient reacted well from 
the operation, transfusion with saline 
fluids into the connective tissue in 
various portions of the body having 
been resorted to during the operation. 
As soon as she recovered from the 
anaesthetic, she was raised to a semi- 
recumbent posture to favor drainage. 
The patient was catheterized, and bi- 
chloride cotton was used as an occlu- 
sion dressing over the vulva. Six 
hours after the operation the occlu- 
sion dressing was stained with bloody 
serum. As the patient gained in 
strength she was gradually raised to 
a semi-sitting posture, the drainage 
continuing free. Her temperature 
rose to ioi° after the operation, but 
declined steadily. Her general con- 
dition was good, she passed a fair 
amount of urine, and the bowels were 
moved freely by injections. The ab- 
dominal wound was re-dressed a few 



days after the operation, and found to 
be in good condition. Five days 
after the operation the patient's tem- 
perature sank to normal, and then to 
97° F. It was feared that injury had 
been done to one of both of the ure- 
ters, although a fair amount of urine 
was passed, and no other symptoms 
of uraemia were present. She com- 
plained of considerable abdominal 
pain, and on the fifth day the gauze 
was forced into the vagina and pro- 
truded from the vulva. It was re- 
moved, its removal occasioning the 
patient some pain, but caused no 
shock. The vagina was carefully ir- 
rigated with saline solution, and fresh 
gauze replaced as gently as possible. 
The patient's intestines became grad- 
ually tympanitic, and her bowels were 
moved with difficulty. Her tempera- 
ture continued below the normal, she 
became unable to retain nourishment, 
and died of apparent exhaustion six 
days after the operation. 

A post-mortem examination was ob- 
tained forty-eight hours after death ; 
the abdominal incision was found 
agglutinated, peritonitis was absent ; 
the large intestine was considerably 
distended, the small intestine moder- 
ately so. There had been no haemor- 
rhage. Upon inspecting the pelvic 
davity it was found that several coils 
of small intestines had fallen low in 
the pelvis, and were slightly adherent 
to the surfaces where the tumor had 
been, separated from the surrounding 
pelvic tissues. The kidneys were 
found and the ureters carefully dis- 
sected to the bladder; neither had 
been injured. There had been but 
little attempt at granulation at the 
upper end of the vagina, although the 
stumps of the broad ligaments were 
still turned downward as they had 
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been left after the operation. The 
viscera were healthy. There was a 
cystitis of moderate severity present, 
such as is often seen after labor, in 
cases where a catheter is used for a 
considerable time. 

The most rational explanation of 
the fatal issue of the case seems that 
the intestines had become adherent 
to the surfaces at the upper extremity 
of the vagina, either before the gauze 
was removed or shortly afterward, 
and that peristalsis had been pre- 
vented, and ptomaifie intoxication and 
death had resulted. The indications 
afforded by the case seem to be, to 
so close the upper portion of the 
vagina after the removal of the uterus 
that no surface shall be left to which 
intestine can readily become adherent. 
This may possibly be done by bring- 
ing the stumps down into the vagina, 
as in the present case, stitching the 
peritonaeum over the upper end of the 
vagina frbm above, cutting the liga- 
tures short, tamponing the vagina with 
iodoform gauze, and carrying a drain 
of iodoform gauze to the bottom of 
the pelvis from above through the 
lower end of the abdominal incision. 
This should be removed as soon as 
possible. Points of interest which 
developed at the operation were the 
comparative ease with which this 
method was carried out, the absence 
of great shock, and the excellent 
drainage afforded by the gauze pack- 
ing and the posture of the patient. 
The superiority of Trendelenburg's 
posture was very apparent during the 
performance of the operation. Within 
the last few weeks this method has 
been tried three times in Cincinnati. 
Two of the cases were successful ; one 
was fatal. In correspondence, one of 
the operators states that he also had 



been impressed with the necessity 
for closing the upper end of the va- 
gina. With this modification it is 
believed that the method may prove 
of decided value. 

discussion. 
Dr. Noble: 

The question of the treatment of puerperal 
peritonitis is a very broad one, involving as it 
does, the treatment of puerperal sepsis. 

It seems to me that the question, whether 
we shall operate by abdominal section for 
puerperal peritonitis cannot be answered yes 
or no. It depends entirely on the conditions 
present. Certain classes of cases must be 
sharply differentiated. 

Many cases are on record in which puer- 
peral peritonitis was due to the injury during 
labor of ovarian or other pelvic tumors. In 
such cases many operations have been done, 
and the injured, inflamed or suppurating 
tumor removed, with very good results. 

Unquestionably in this class of cases, 
section should be made promptly, the tumor 
temoved and irrigation and drainage em- 
ployed. Both logic and experience point out 
this as the proper treatment. 

At times puerperal peritonitis is due to the 
injury or ruptiu'e of tubal cysts— pyo— hydro— 
or haemato-salpinx. The same practice un- 
questionably is indicated, but so far the oper- 
ation has not been done, or not successfully. 
But these cases are essentially different 
from cases of puerperal peritonitis occurring 
in women who were free from disease of the 
uterine appendages pnor to labor. In the 
latter class infection has entered through the 
birth canal. Cases of puerperal peritonitis, 
arising in this manner differ very widely — the 
differences depending on the nature of the 
septic inflammatory process in the pelvis. 
In some, peritonitis develops early, and there 
is but little involvement of the uterus itself 
or of the broad ligaments. In other cases 
the uterus is extensively invaded, and in others 
the broad ligaments are the seat of puerperal 
septic cellulitis. 

These facts explain the great fatality of puer- 
peral peritonitis, and also the uniformly fatal 
result of abdominal sections for spreading 
— so-called general— septic peritonitis, when 
done during the first week. So far, every 
such operation has been followed by death* 
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The reason these patients die is that even 
though the peritonaeum be put in a favor- 
able condition for recovery by irrigation 
and drainage, that the septic uterus and 
broad ligaments are su£Sciently diseased \o 
produce death. 

Many operations have been reported for 
puerperal peritonitis, done at a later period, 
with a successful result But in all these 
•cases the inflammation had become localized. 
It seems to me that progress in the future lies 
in preventing spreading puerperal peritonitis 
rather than in curing it by surgery. Cer- 
tainly at the present time surgery offers only 
death. I believe that sound treatment con- 
sists in supporting the patient and assisting 
nature in localizing the septic inflammatory 
process ; on this lies the only hope of cure. 
Perhaps in the futiu-e very early operation, 
with removal of the uterus and its append- 
ages, may improve the results, but ^is seems 
very doubtful. In this connection I shall 
refer to the case of Dr. Lapthan Smith, which 
has been widely quoted in the medical press. 
Dr. Smith diagnosed puerperal sepsis with 
peritonitis. Treatment addressed to the va- 
gina and uterus not availing, he did an abdo- 
minal section and did not And peritonitis ; so 
he amputated the septic uterus. This patient 
recovered, but not from peritonitis. 

I believe that first we should be more care- 
ful of our asepsis in obstetric practice, to pre- 
vent infection ; that, second, if sepsis develops 
we should promptly irrigate the birth canal, 
and introduce an iodoform pencil into the 
uterus, to cut short the process, and in this way 
prevent peritonitis. If this is done early and 
thoroughly even the curette is rarely necessary. 

Dr. John S. Miller : 

I consider supra-vaginal hysterectomy as 
one of the most difficult and tedious opera- 
tions in surgery, and I always feel greatly re- 
lieved when through with the work and the 
patient is off the table. Ordinarily, it takes 
from one to one and a half hours to do this 
operation. Any method which would shorten 
the time would certainly be welcome. The 
method of tying off the broad ligaments cer- 
tainly saves much precious time. Why not 
primarily secure the broad ligaments with 
clamps, through the vagina, as in vaginal hys- 
terectomy, then perform cceliotomy and 
divide the broad ligaments between the 
•clamps and the uterus ? In this manner the 



entire uterus could be rapidly removed. Of 
course, this procedure would only be appli- 
cable incases where the tumor is not exces- 
sively large. 

Dr. Goodell : 

In reference to complete extirpation for 
fibroid tumor, in my case I closed up the 
vaginal wound wholly by a continuous suture 
of catgut This excluded from the abdomi- 
nal cavity every ligature except the two upper 
ones, and these as well as the others were of 
catgut The patient recovered very rapidly, 
and was anxious to get out of bed in a week. 
To avoid injury to the bladder, to which Dr. 
Davis refers, I first define its position in the 
tumor by distending it with water, then cut 
above its insertion and strip it off. 

Dr. Miller's suggestion to clamp from a 
vaginal incision the broad ligaments attached 
to a fibroid tumor could not possibly be car- 
ried out in most of these cases, because these 
ligaments are too greatly increased in size and 
in breadth to be controlled by a single clamp 
on each side. But the combined methods of 
vaginal and abdominal incision would un- 
doubtedly facilitate very much some cases of 
complete extirpation. 

Dr. Dorland : 

I was pleased to hear Dr. Goodell mention 
the combination of the vaginal with the ab- 
dominal incision in complete extirpation of 
the uterus. I regret very much that Dr. 
Baer was unable to be present this evening 
to express his views upon the subject, as I 
know he would have done had he been here. 
It has been my pleasure, however, to have 
assisted him recently in a number of hysterec- 
tomies, performed for various reasons, in 
Which he has employed the combined method 
with success. Where there is reason to be- 
lieve that the uterus is low down in the pelvis, 
or bound down by adhesions, and, therefore, 
difiicult of access, I believe its removal will be 
facilitated by making a primary incision 
through the vagina. 

Dr. M. Price : 

In regard to Dr. Davis' paper, it is our 
duty to treat all cases of puerperal sepsis, 
with symptoms of peritoneal involvement, by 
irrigation and drainage. I have seen a case 
where even the parotids were involved, the 
abdomen full of pus, from the pelvis to the 
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diaphragm ; section, irrigation and drainage, 
with recovery. Everything must be washed 
out In the case of the colored woman re- 
ported a year ago, with the abdomen full of 
pus, she was thoroughly washed out and a 
drainage tube inserted, and with the most 
unfavorable surroundings, got well. 

In all cases of septic peritonitis, where 
there is peritoneal irritation, if they are thor- 
oughly washed out they all get well. If the 
operator waits for a chill, and fatal sepsis, and 
the coroner, his cases will not get well. 
. One other point : in cases of childbed, it is 
meddlesome midwifery to continually douche 
the patient for weeks after labor. Nature 
takes care of her subjects without injections 
of irritating antiseptics; they are often re- 
tained and do mischief. Once is sufficient, 
and often too much. 

Dr. W. R. Pryor, of New York : 

Mr. President: I believe in irrigation in 
cases of puerperal fever, but of the uterus. 
When there is free pus in the abdominal 
cavity, of course, it should be evacuated. 
But these cases of puerperal fever, so-called, 
are really cases of profound septic metritis, 
lymphangitis and peritonitis. To do a section 
in such cases is irrational, unless the uterus be 
removed. We might just as reasonably re- 
move a dead child from a rotten uterus, leav- 
ing the latter, as remove diseased tubes and 
ovaries or isolated foci of pus and leave the 
puerperal septic uterus. My treatment of 
these cases is by the curette and gauze pack- 
ing, if continuous irrigation of the organ for 
twelve hours has failed to- subdue the symp- 
toms. 

As to this posture, which bears Trendelen- 
burg's name, I believe total extirpation of the 
fibroid uterus to be impossible without it 
The operation is without the high rate of 
mortality attributed to it by Dr. Price. For 
instance, Polk has done ten operations with- 
out a death, and others of us have had equally 
good results in a less number of cases. Surely 
it is the ideal operation for fibroids. I look 
upon the Trendelenburg posture as occupying 
to uterine fibroids what Sims* posture did to 
vesico-vaginal fistula. In other words, it 
makes the operation possible. Any other 
way of treating fibroids must be looked upon 
as incomplete. I thank you, sir, for the 
privilege of addressing the Society. 



Dr. Baldy : 

I do not think that such cases* as Dr^ 
Davis' should be operated upon. There was 
nothing to remove, no pathological condition,, 
and the patient would have gotten along just 
as well without the mere irrigation. I believe,, 
with Drs. Noble and Pryor, it is better to use 
prophylaxis. In the beginning the infection 
is in the uterus and should be attacked there^ 

In regard to fibroids, that operation which 
gives the most recoveries is what you want,, 
no matter how ideal any other method may 
be. The extraperitoneal method shows the 
best record. A larger per cent of extirpa- 
tion cases die. The extraperitoneal method 
is, therefore, the best I have had twenty 
cases, with two deaths ; one should not have 
occurred. It is the disadvantage of the ex-^ 
tirpation method that you open the vagina, 
the most septic canal in the body. One hour 
ought to^e the greatest length of time con- 
sumed in doing the extraperitoneal operation. 
I have yet to see a hernia start from the 
stump. Convalescence is^ slower with the 
stump, it is true, but it is better to get well 
slowly than not to get well at ail. 

Dr. Hirst : 

I would like to join with Dr. Noble in say- 
ing that there is no case of recovery on record 
of diffuse peritoneal suppuration after child- 
birth. 

Dr. J. Price : 

I have done such sections and have ex- 
hibited the specimens here in the society, 
and they are on record, as many other 
authentic cases are on record. Some of the 
cases were dangerous to the last degree. 

Dr. Hirst: 

Dr. Price's cases were not of this character 
but were localized. We are not talking 
about a dirty uterus, but about diffuse puru- 
lent peritonitis. 

Dr. Noble : 

The cases which I have reference to are 
those which occur in the first week after labor. 
Dr. Price does not speak of such a case. 

In regard to pus in the broad ligaments, I 
have reported recoveries, also Drs. Parrish 
and Longaker. 
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Dr. Krug : 

As to hysterectomy, I am pleased that so 
many have spoken on the side of total extir- 
pation versus leaving a stump. It is the ideal 
operation and will be generally adopted in the 
near future. Dr. Baldy has said there is a 
mortality of fifty per cent in extirt>ation cases* 
He is mistaken in this. I must remind him 
that Chrobak has reported seventeen cases 
without a death; Polk ten cases without a 
death. In my first series, reported last De- 
cember, there was one death, which was due 
to an accident and cannot be charged against 
the method; since then I have done the oper- 
ation a number of times without a death or 
unfavorable symptom. This shows that the 
mortality is at lea.^t as low as with the extra- 
peritoneal method, and it will be still better, 
when we have reached larger figures. 

Dr. Price spoke of Trendelenburg's posture 
as being too high for the removal of fibroids. ' 
Why, all he has to do is to have the table 
lower, or else stand on a footstool or box. 

Dr. Baldy: 

When we come to coimt our successes and 
failures in any operation, we cannot make ex 



ceptions. The patients died after that par- 
ticular operation, whether it was through bad 
surgery or other extraneous causes, and that 
is all there is of it. -In my two fatal casss one 
was due to bad surgery on my part, and 
one was due to the previous use of electricity. 
The extraperitoneal men have by far the best 
of it 1 have never seen a trace of infection of 
the broad ligament As to diffuse purulent 
peritonitis being cured by operation, I am 
still unconvinced on that subject. 

Dr. Davis: 

Much of my paper has not been discussed ; 
no case of purulent di£Euse peritonitis has re- 
covered. Previous to this time we have been 
cleaning the uterine cavity with gauze, cur- 
ette, irrigation, etc. The purpose of this pa- 
per was to bring up one point, viz., after the 
curetting, irrigating, etc., if there are symp- 
toms of general infection forty-eight hours 
after labor, what was to be done ? I have not 
received much light, and none of us will get 
much, till we know more of the pathology of 
these cases. 

Elliston J. Morris, M.D., 

Secretary, 



Digitized by 



Google 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 
Special Meeting of June i6, 1892. 



The President, Dr. W. H. H. Githens, in the Chair. 



Dr. B. F. Baer presented the specimens 
and reported the following cases of fibroid 
tumor of the uterus : 

MULTIPLE FIBROMATA UTERI ; REMOVAL OF 
OVARIES AND TUBES ; CONTINUED GROWTH 
OF TUMORS. 

The history of this case proves 
that the removal of the ovaries does 
not always stop the growth of the 
tumors or relieve the symptoms. In 
my experience it seldom does if the 
tumors are small and intra-pelvic. 
The patient from whom this speci- 
men was taken was 43 years of age 
and single. She was brought to me 
in August, 1891, by Dr. John H. 
Wilson, of Bethlehem, Pa. She has 
always suffered more or less from 
dysmenorrhoea. Ten years ago she 
began to have metrorrhagia with in- 
creased pain. Both pain and haemor- 
rhage had increased in severity, and 
during the last two years, following 
an injury she thinks, she had had great 
pain in the left ovarian region, at times 
excruciating. She had lost consider- 
able flesh and presented an anaemic 
appearance. 

Examination showed the uterus to 
be enlarged and to contain several 
subperitoneal fibroid tumors the size 
of an egg and smaller. To the left 
of the uterus, and posterior to the 
broad ligament, a mass the size of a 
duck's egg was found. This mass 
was firmly fixed and tender on press- 
ure, and was thought to be an en- 
larged left ovary. The right side 
was affected similarly, but in a much 
less degree. Laparotomy was ad- 



vised, arid she entered my private 
hospital for that purpose. 

Operation was performed Septem- 
ber I, 1891. A large ovarian haema- 
toma on the left, and a smaller one 
on the right side were separated from 
dense adhesions and removed. I did 
not consider hysterectomy necessary 
•at this time, for I hoped that having 
removed the ovarian tumors the fi- 
broids would disappear. 

She made a good recovery from 
the operation, and went home within 
three weeks. The pain and haemor- 
rhage wer^ absent during the next 
five months, but she did not regain 
the lost weight, and remained almost 
cachectic in appearance. At the end 
of this time bleeding began again, 
and she rapidly became more reduced 
and was forced to return for further 
advice. Examination now showed 
that the fibroid tumors had gone on 
growing after the ovaries had been 
removed. Although the pain had 
been removed to a large extent, it 
also had returned. She begged that 
a radical operation might be done to 
give her relief. She did not wish me 
to again open the abdomen, and 
asked if the tumors could be removed 
in some other way. I unfortunately 
agreed to do the operation by the 
vaginal method. This I did two and 
a-half months ago. The patient was a 
virgin, 43 years old, and you can im- 
agine the difficulty I met with in de- 
livering this mass through the long 
narrow vagina. I have here the 
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uterus with five fibroids attached to 
it. The uterus itself is small, the 
bulk being made up largely of the 
tumors. The specimen shows how 
thoroughly the tubes and ovaries had 
been removed. The location and in- 
spection of the tumors in the pelvis 
probably had something to do with 
their continued gfrowth, for their con- 
gestion was greater in consequence. 

I would not again attempt the re- 
moval of such a mass by the vaginal 
method. Two things caused me to 
agfree to it in this instance ; first, the 
patient's desire not to have section 
of the abdomen and, secondly, the 
fear I had that the tumor might be 
taking on a malignant change, mak- 
ing total extirpation advisable. I was 
assisted in the operation by Drs. 
Borland and Ashton, and they will 
agree as to the difficulty experienced. 
The patient has recovered. 

A LARGE SUPPURATING FIBROUS TU- 
MOR WITH PEDICULAR ATTACHMENT 
TO THE FUNDUS OF THE UTERUS. 

On January 23, 1892, Mrs. A. was 
brought to my office by her physician 
and husband. She was so reduced 
in strength, from loss of blood and 
extreme suffering, that she was al- 
most constantly confined to bed. 
Her cachectic and anaemic appearance 
resembled that seen in the advanced 
stage of carcinoma of the uterus. 
The history obtained was as follows : 
She was 46 years of age and had two 
children, the youngest being 14 years. 
Ten years ago she began to suffer 
from haemorrhage. The flow was at 
first only slightly above the normal, 
but it gradually increased in quantity, 
and on several occasions during the 
last two years, she has had such pro- 
fuse flooding that she was in extreme 
collapse from loss of blood. Finally, 
she began to have foetid discharge in 



the intervals between the bleedings 
and showed evidence of septic poison- 
ing. During the last year she has 
suffered with attacks of uterine te- 
nesmus, which have been increasing 
in severity. These pains had some- 
what diminished during the previous 
week, but she then began to suffer 
with inability to void her urine. Her 
present physician made an investiga- 
tion when first called to see her, and 
found a mass occupying the vagina, 
which gave him the impression that 
his patient was suffering from malig- 
nant disease of the neck of the womb, 
and that her malady was therefore 
probably incurable. In this I was 
disposed to agree with him, from the 
appearance of the patient and the 
odor that was quite perceptible even 
from a distance. But the history of 
the long-continued haemorrhage and 
the peculiar character of the pains, 
rather indicated a degenerating fibroid 
which the uterus was endeavoring to 
expel. 

On examination I found, just within 
the vulvar orifice, a mass of pale, 
whitish tissue which resembled the 
appearance presented by carcinoma 
of the neck of the uterus. A finger 
was introduced within the vagina, 
where a large rounded mass was 
found, entirely filling the pelvis and 
pressing firmly upon the urethra and 
rectum. The tumor was as large as 
axhild's head, and occupied the posi- 
tion which that organ occupies in the 
second stage of labor. By carrying 
the fingers up and around this mass I 
was just able to feel the rim of the 
cervix, which was greatly dilated. 
At several points the surface of the 
tumor was friable, but there was a 
toughness at its upper portion which 
caused me to believe that the 
growth was fibrous. Placing my 
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hand upon the hypogastrium I found 
there a circumscribed tumor, which, 
from its fluctuating character and 
shape, I believed to be the dis- 
tended bladder- A catheter was at 
once introduced, and at least three 
pints of urine flowed, the hypogastric 
tumor disappearing and the patient 
immediately feeling greatly relieved. 
Operation was advised, and, with the 
assistance of Dr. W. A. N. Dorland 
and Dr. Bechtel, it was performed at 
her home the next day. 

After the patient was anaesthetized 
and on the table, her family physician 
urged me not to proceed with the 
operation should it prove, on further 
examination, to be malignant, and I 
must confess that the markedly ca- 
chetic appearance of the patient and 
the odor caused me, even then, to 
doubt the correctness of the opinion 
which I had expressed the day before. 
After thorough irrigation with bi- 
chloride solution, I convinced myself 
that the tumor was a fibroid. I pro- 
ceeded to break down the softened, 
degenerated portion of the tumor. 
The remainder proved to be exceed- 
ingly tough, and required the greatest 
effort to deliver it through the vulvar 
orifice. When the tumor was re- 
moved from the vagina it was found 
to be attached to the fundus of the 
uterus by a good sized pedicle. This 
was severed with scissors. The 
uterus was now found to be almost 
entirely inverted, but I succeeded in 
replacing it. There was very little 
haemorrhage, and after thoroughly 
irrigating and tamponing the cavity 
of the uterus and vagina, the opera- 
tion was concluded and the patient 
returned to bed. She made a good 
recovery. 



A CASE OF -SUBPERITONEAL FIBROID 
TUMOR WHICH CONTAINED AN AB- 
SCESS cavity: an EMERGENCY 
OPERATION TO SAVE LIFE. 

The next specimen is a suppurating 
fibroid tumor which I removed two 
months ago. The patient was 36 
years of age, married and the mother 
of four children, the youngest of 
which was 13 years. She had been 
suffering for several years from 
various pelvic symptoms, such as 
metrorrhagia and pain — the latter 
being the most prominent. For two 
or three months before coming under 
my care she had every evidence of 
suppuration in the pelvis, as shown 
by rise of temperature, pains and 
symptoms of sepsis. She was in 
extremis. Examination showed a 
large mass in the pelvis, principally 
on the right side, pushing the bladder 
to the left and upward, and apparently 
located directly under the bladder. 
It was hard, nodular and tender; if 
seemed to be the enlarged uterus 
with a fibrous spur on the right side. 

Operation April 25, 1892. — Hypo- 
gastric incision exposed the tumor 
and found it deeply imbedded in the 
pelvis and within the peritoneal folds 
of the broad ligament. The uterus, 
which contained another small fibroid, 
was crowded to the left. It was 
necessary to make an extensive dis- 
section and to open the folds of the 
broad ligament before the tumor could 
be enucleated from its nest. During 
the manipulation a pus cavity in the 
outer portion of the tumor was 
opened, and about half a pint of pus 
was dischaiged. The tumor was at- 
tached to the right side of the uterus, 
from which it was detached without 
ligature. After the mass was ex- 
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tracted a large cavity existed in the 
broad ligament and beneath the 
bladder. There was a general venous 
oozing. Seven sponges were packed 
into the opening and compression 
made for a few minutes. They were 
then removed when it was found that 
the bleeding had ceased. It had been 
my purpose to perform hysterectomy, 
but the operation was one of such 
severity that this, with the presence 
of the pus, caused me to conclude the 
operation. While controlling the 
haemorrhage by sponge packing, I 
considered the question of drainage 
and decided against it. I had re- 
moved the suppurating tumor, and 
the space which it occupied was the 
now freshly denuded and clean and 
vascular walls of the broad ligament. 
The only drainage which would have 
been proper would have been gauze 
packing. This I considered would 
have been a disadvantage and would 
have delayed healing. I closed the 
wound and the patient was at once 
convalescent. There was slight 
oozing of serum from the incision for 
several days, and this afterward be- 
came purulent. Finally a small fistula 
was left. This was afterward dilated 
and packed with a small strip of iodo- 
form, when it finally closed up. I 
should not have used a glass drainage 
tube in this case under any circum- 
stances, but it might have been better 
if I had packed with iodoform gauze. 
She has made a good recovery, how- 
ever, and is safe. 

A CASE OF MULTIPLE FIBROMATA 
UTERI Il^CARCERATED IN THE PEL- 
VIS; COMPLICATED WITH HYPER- 
TROPHY OF THE BLADDER ; HYSTER- 
ECTOMY BY A NEW METHOD. 

The next case is one which proves 



that the menopause does not stop the 
growth of fibroid tumors. During 
the last three months I have had 
three hysterectomies in women be- 
yond the age at which the menopause 
should have occurred. This specimen 
is from a woman 49 years of age. 
She had been married twenty-five 
years, but had never borne a child. 
For a number of years she had suf- 
fered from pelvic pain, pressure 
symptoms and haemorrhage. After 
the time when the menopause should 
have occurred she suffered more. 
Finally she had constant haemorrhage 
for a month or two at a time. But 
the symptom which caused her to 
apply for relief and submit ta opera- 
tion was retention of urine. For 
several years she had suffered from 
difficulty in emptying the bladder and 
at times catheterization was neces- 
sary. During the previous few 
months this had become a very dis- 
tressing symptom. 

Examination showed the pelvis 
literally packed with a hard, nodular 
tumor, the upper portion extending 
into the hypogastrium. The mass 
was not only incarcerated, but seemed 
to be adherent. Ooe nodule was 
firmly wedged against the urethra, 
so that the catheter could only be 
passed with difficulty. The bladder 
was found large, and contained three 
pints of partially decomposed urine. 
She was importunate for any opera- 
tion which promised relief. 

Operation March 26, 1892. — After 
making the incision; I found that the 
bladder extended over the tumor, and 
it was only by extreme care that I 
avoided wounding it. The tumor was 
found imbedded in a mass of or- 
ganized adhesions, which glued it to 
every portion of the pelvis. By its 
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size, also, it was fixed as if wedged 
into the pelvis. In its growth it had 
so distended the broad ligaments that 
they could not at first be identified. 
After half-an-hour of dissecting, and 
tugging at the uterus and tumors, I 
succeeded in elevating the mass to a 
certain extent, but could not elevate 
it enough to get it through the in- 
cision, because of its deep pelvic loca- 
tion. I could not, therefore, proceed 
with the operation as I had intended, 
as the broad ligaments were so spread 
out that I could not pass my ligatures. 
I then incised the uterus, and began 
to enucleate some of the tumors. 
This large goose-egg-sized tumor came 
from the cavity of the uterus. It is 
almost as smooth and hard as a billiard 
ball. After about six of the tumors 
had been removed, the uterus was 
collapsed enough to permit me to 
proceed with the ligation of the broad 
ligaments. I then began to ligate 
after a method which I consider the 
best in performing hysterectomy. I 
passed a single ligature through the 
broad ligament close to the neck of 
the uterus, but avoiding uterine tissue^ 
and tied outwards. The broad liga- 
ment was next severed with scissors 
between the ligature and the Fallo- 
pian tube and ovary. This was re- 
peated on the opposite side. The 
knife was then run lightly around, in- 
cising the peritoneal covering of the 
cervix. The severed edges of the 
peritonaeum were next stripped down- 
ward with the handle of the scalpel 
for the purpose of making peritoneal 
flaps. Another ligature was then 
passed through the severed broad 
ligament alongside of the cervix, in- 
cluding the uterine artery and the 
double fold of the ligament in one 
sweep. This was also repeated on 



the opposite side. This ligature 
served the double purpose of control- 
ling the uterine artery, and of closing 
the opened broad ligament. The 
constant traction which was kept up 
. during these manipulations, after the 
peritoneal covering had been incised, 
served to still further draw out the 
cervix and to thereby permit deeper 
incision into the tissues of the neck, 
which was now amputated with the 
knife by a deep wedged-shaped in- 
cision. The vaginal portion of the 
cervix being thus released, it imme- 
diately receded and was drawn deeply 
into the pelvis by the retractive and 
elastic property of the tissues, where 
it was buried out of sight by closure 
of the ligated broad ligaments over it. 
There was not any haemorrhage, and 
the pelvic cavity was seen to be clean 
and smooth. According to Schroe- 
der's method the amputated cervix is 
covered with peritonaeum, secured by 
a row of sutures. But the two lower 
ligatures, applied to control the uter- 
ine arteries, had so constricted the 
broad ligament that after the cervix 
was severed, they as effectually closed 
the cavity into which the cervix 
dropped, as if a row of sutures had 
been applied for the purpose. I 
therefore, cpncluded the operation, 
which had already lasted eighty 
minutes. The patient made an ex- 
cellent recovery, her temperature 
never going above -100°. 

The result in this case has caused 
me to treat the pedicle in a similar 
manner in all of the hysterectomies 
which I have performed since, num« 
bering five, and the patients have all 
made a smooth recovery. This ex- 
perience shows that it is unnecessary 
to spend the time required to place 
sutures for the purpose of covering 
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the stump with peritonaeum, after the 
manner of Schroeder. Another de- 
cided advantage of this method is the 
absence of constricting ligatures of any 
kind or form from the muscular tissue 
of the cervix. This has been the one 
thing most dreaded by operators, and 
has caused them to hold to the extra- 
peritoneal treatment of the pedicle 
by the serre-noeud, or to resort to total 
extirpation. I am opposed to the 
total extirpation of the cervix, unless 
the disease is malignant. The va- 
g^al walls should not be severed if 
it is possible to avoid it, for the va- 
gina is unquestionably more relaxed 
at its upper portion in consequence ; 
and the natural contour of the floor 
of the abdomen is destroyed when 
the cervix, the keystone of the arch, 
has been removed. There is no rea- 
son why we should not leave a small 
quantity of cervical tissue. Some 
one has said it will undergo malignant 
change. I have never heard of such 
an occurrence, and believe it must be 
exceedingly rare ; even if it did occur 
once in a while, it could then be easily 
removed. Vaginal examination a 
long time after total extirpation of 
the uterus shows the vagina narrowed 
and shortened, whereas, when the 
cervix is left, the natural contour is 
so well maintained that it is difficult 
to tell by vaginal examination only, 
that a hysterectomy had been per- 
formed. 

A CASE OF PRIMARY PERITONEAL PREG- 
NANCY ; SECTION FOLLOWED BY RE- 
COVERY. BY WILLIAM EASTERLY ASHTON, 
M.D. 

I FIRST saw the patient in consulta- 
tion with her physican, Dr. C. H. 
Jennings, of Merchantville, N. J., on 
February 29, 1892. Her history was 
as follows : Mrs. L. F., colored, 25 



years of age, and married three 
months. Her health had always been 
good, and I could obtain no history of 
hereditary disease. Menstruation 
occurred two weeks prior to marriage 
and appeared again fourteen days 
subsequently. From this on she 
bled continuously, at times profusely, 
but at no time were shreds of 
mucous membrane passed by the 
vagina. None of the subjective symp- 
toms of pregnancy were present, nor 
did the patient believe herself to be 
in that condition. Dr. Jennings saw 
the patient on February 15, 1892, and 
found her suffering with a local peri- 
tonitis of the lower abdomen, and 
upon palpation he discovered a tumor 
in the hypogastric region to the right 
of the median line. By the twenty- 
eighth day of the month the peritonitis 
had become general, and the tumor 
had grown to the size of a fist. The 
following day I saw the patient with 
Dr. Jennings. The pulse was from 
120 to 130 per minute, the temperature 
normal, and her general condition was 
extremely unfavorable. Examination 
revealed an enlarged fixed uterus, 
apparently filling up the pelvic cavity. 
Bimanual examination showed the 
tumor to the right of the median line 
to be continuous with the uterus. The 
abdomen was somewhat distended and 
extremely tender to the touch. A 
diagnosis of general peritonitis was 
made, due, either to a fibroid uterus 
complicated with a pelvic abscess or 
to an ectopic gestation cyst. An 
operation was advised and consented 
to by the family. 

Operation, — On March 3, 1 operated 
upon the patient at her home, Drs. 
C. H. Jennings, Thos. G. Ashton, 
Brewster and Mr. J. Louis Borsch 
assisting at the operation. 
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After making the incision through 
the abdominal wall, the peritoneal 
cavity was found filled with a large 
quantity of fluid and clotted blood, 
and the omentum was firmly adherent 
to the posterior wall of the uterus 
just below the fundus. The uterus 
was enlarged to the size of a fist, and 
crowded upward and toward the right 
side, its fundus forming the tumor in 
the hypogastric region felt prior to 
section. The uterine appendages on 
both sides were absolutely free from 
adhesions, and normal in character. 
The utero- vesical pouch and the walls 
of the bladder were normal. After 
the omentum had been ligated and 
cut away from its attachment to the 
uterus, a large mass was felt upon the 
left side posterior to the broad liga- 
ment. The abdominal incision was 
then enlarged and the tumor found to 
consist of coils of small intestine 
matted together. The peritonitis was 
not general, but limited to the region 
of the mass. A sharp haemorrhage 
was seen coming from a rent in the 
superior surface of the tumor. This 
was, evidently, where the blood came 
from which was found upon first 
opening the abdomea Carefully 
passing my finger through the open- 
ing, I found a large cavity occupied 
by a mass of clotted blood and a 
foetus. The child was then extracted, 
the cord ligated close to its placental 
attachment and cut. The bleeding 
now became alarming, the blood com- 
ing from all parts of the cyst cavity. 
Under these conditions it would have 
been a hopeless task to attempt to 
find the bleeding points and to tie 
them. I, therefore, irrigated the cyst 
cavity with hot sterilized water and 
packed it with several strips of aseptic 
gauze. This completely checked the 



haemorrhage. I then thoroughly irri- 
gated the general peritonaea! cavity 
and sutured the abdominal incision, 
leaving the ends of the strips of gauze 
outside of the belly-wall. 

Postoperative History, — The gauze 
packing was removed on the eighth 
day, and the cyst drained with a rubber 
tube and irrigated daily with a sub- 
limate solution (1.2000). In twenty- 
four hours after the removal of the 
packing, the cyst began to suppurate 
profusely and continued to discharge 
large quantities of pus for at least 
three weeks. The sulphate of mag- 
nesia was given in twenty-four hours 
after the operation, and a free bowel 
movement occurred within a short 
time. There was more or less diar- 
rhoea during the entire period of con- 
valescence, at times so severe that it 
called for treatment. On the 28th of 
March, a faecal fistula suddenly devel- 
oped and was followed by a copious 
discharge of faeces through the ab- 
dominal opening. The fistula is now 
gradually closing, and at the present 
time almost all of the faeces passes 
through the naturail passage. As soon 
as the intestinal contents began to be 
discharged through the abdominal 
opening, the rubber tube was removed 
and the cyst irrigated daily with plain 
water. Later on, however, the irriga- 
tion was stopped and the surrounding 
parts kept clean and protected with 
absorbent gauze. The temperature 
was normal immediately after the 
operation, and remained so until the 
gauze packing was removed on the 
eighth day, when it suddenly shot up 
to 100*^. It then ranged between this 
point and 103.3° "^^'1 ^he isth of 
April, when it became normal again. 
The pulse was 120 when the patient 
was removed from the operating-table. 
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It then gradually decreased until the 
packing was removed, when it again 
became rapid and in a short time 
reached 136 per minute. From this 
time on until the temperature became 
normal, it varied in frequency, the 
lowest number of beats being 1 14, on 
March 20, and the highest number 
being 148, on April 9. The stomach 
at no time was irritable, and nourish- 
ment was well borne. 

A recent letter from Dr. Jennings 
informs me that the patient is rapidly 
gaining weight and strength, and that 
she is taking exercise daily in the 
open air. The fistula is now practi- 
cally closed. 

DISCUSSION. 

Dr. Charles P. Noble : 

We are indebted to Dr. Ashton for the 
report of this case, for cases of primary peri- 
toneal pregfnancy are extremely rare ; indeed, 
some authors, headed by Mr. Tait, deny that 
there is any such thing as primary peritoneal 
pregnancy. I think the evidence is clear 
that most cases that have been reported in 
the past as primary peritoneal pregnancy, are 
at least open to question ; but there is cer- 
tainly one case for which, personally, I can- 
not see any other explanation that is the 
weU-known case where a fibroid tumor was 
removed by supravaginal hysterectomy, some 
of the cervix being left, and where afterward 
the woman became pregnant, the pregnancy 
being in the peritoneal cavity. We have to 
assume in that case one of two things, either 
primary peritoneal pregnancy or that in some 
way the spermatozoa got into the Fallopian 
tubes, that tubal pregnancy resulted with 
subsequent tubal abortion. That supposition 
is so far less probable than that of primary 
peritoneal pregnancy that we must accept 
this as at least one case of such pregnancy. 

The points of the. paper, while very well 
put, leave us in some doubt as to the exact 
location of the sac. The procedure that was 
adopted for the control of haemorrhage, inas- 
much as it controUed it, was exactly what 
was needed in this case. It would depend 
upon the source of the vascular supply of the 
sac whether or not more should have been 



done under the circumstances. If the supply 
were from the broad ligament, a ligature in- 
cluding the ovarian artery, and a second 
around the uterine artery might have been of 
great service. This would depend upon the 
fact whether the supply of the sac came from 
the broad ligament or from some other portion 
of the pelvis. 

I would not criticise the course of action in 
this special case, as every one must judge of 
the indications in the individual case, but in 
general I think that it is wise, as shown by 
the results, that, where it is possible to remove 
the entire sac, placenta and all, it is proper to 
do it unless in the individual case there is 
some contra-indication. The results of this 
method in the hands of Fritsch and others 
have been very good indeed. 
Dr. Wm. E. Ashton : 

I have little to add, except with reference 
to the location of the sac. The sac was on 
the left side, posterior to the broad ligament. 
All I saw of the sac was the anterior portion 
of the broad ligament. Posterior to that were 
matted intestines. With one finger in the sac 
and the other external to it, I felt nothing but 
bowel, except anteriorly. As far as 1 could 
make out, the placenta was attached at the 
bottom of the cavity and more toward the 
intestines than toward the broad ligament. 
Ligation of the broad ligament would have 
been impossible without impinging upon the 
gut. If I had tried to control the haemor- 
rhage in this way, I should certainly have 
included intestine. The method spoken of 
by Dr. Noble is an excellent one, but in this 
case it was impossible to employ it. 

I agree with him that the placenta should 
be removed where it can be done. It makes 
a better operation. Here, in order to remove 
the placenta, I should have had to disturb its 
attachments to the intestines, and it would 
have been impossible to control the hemor- 
rhage. 

UTERINE CANCER. BY J. M. BALDV, M.D. 

The first specimen presented repre- 
sents most beautifully endometrial 
cancer. The woman had the ordinary 
clinical history of the disease, and the 
microscope substantiated the diag- 
nosis. The uterus was removed by 
the vagina with clamp forceps. The 
points of the forceps overlapped, and 
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in consequence the ovarian artery on 
the same side remained uncompressed 
and bled freely. After much difficulty 
the vessel was caught up and ligated, 
but only after some very tedious, 
difficult and anxious work. 

The second specimen is also that of 
a cancerous uterus, removed by the 
vaginal method, by means of clamps. 
Profiting by my former experience, I 
had a pair of clamps made with two 
upright pieces at the end of one of the 
blades, in such a manner that the 
upper blade would close down between 
the upright bar and thus prevent a 
similar accident to the former one. 
In spite of the greatest care on my 
part, when I came to severing the 
uterine connections after placing the 
clamps, the point of one of them was 
found to be on the outside of the up- 
right bars. The consequence again 
was a bleeding ovarian artery. I 
found it impossible to find and ligate 
the vessel, and so was forced to per- 
form an abdominal section to control 
the haemorrhage. My experience with 
the clamps has been so unfortunate 
that I have relegated them to my 
instrument case forever and do not 
expect to use them again. The 
method by the ligature is so much 
safer that in future I shall confine 
myself to it. 

As to the cure of cancer cases, I 
can only express doubt. The majority 
of cases, after the removal of the 
uterus, die within three years of a re- 
turn of the disease. A small minority 
remain well after this time. It is 
notorious how difficult it is to diagnose 
the disease in the uterus with the 
microscope, and it is fast becoming 
the habit to operate on all suspicious 
cases. My own opinion is that many 
of the supposed cures are not cancer 



at all, but suspiciqus cases. I do not 
mean to insinuate that suspicious 
cases should not be operated upon, 
but only to draw attention to the fact 
that we cannot expect such good 
results as statistics would indicate^ 
I am more and more inclined to be- 
lieve, that the disease is a general and 
not a local one. In any event, if we 
are to obtain good results, it must be 
through early operation. For this 
reason (while a doubt remains as to 
the nature of the disease) suspicious 
caises are the most favorable for 
operation, in that the diseased organ 
is removed at the earliest possible 
moment and the best chance of a 
good result obtained. The second 
specimen shown you is a suspicious 
case, and I should not be at all sur- 
prised if it was not a cancer at all. 
The history was most fairly clear, the 
microscope only suspicious. Several 
other gentlemen before me had diag- 
nosed malignant disease. I explained 
the nature of the case to the patient 
and she elected the operation. 

EXTRAUTERINE PREGNANCY- 

The specimen which I hold in my 
hand is a typical one of this disease. 
The foetus is in situ attached to the 
placental veins by the umbilical cord. 
It was an unruptured cyst and had 
not been diagnosed prior to the opera- 
tion. The patient was sent me by 
the late Dr. Agnew, and neither of uis 
suspected the true condition present. 
It is only another example of the diffi- 
culty of diagnosis in this disease, a 
difficulty which I have often emphas- 
ized here as well as elsewhere. The 
specimen is one of some twenty or 
thirty which I have removed. 

CYST OF THE ORGAN OF MORGAGNI. 

The cyst in this specimen is, as 



Digitized by 



Google 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



103 



you see, about the size of a goose-egg. 
These cysts are quite common but are 
generally quite small. Cysts of this 
size are rare. Had the diagnosis of 
this cyst been made prior to opera- 
tion, it could have been ruptured and 
an operation avoided. It was mistaken 
for an ovarian cyst, however, and re- 
moved by abdominal section. You will 
perceive that this ovary is covered by 
small cysts — is in fact a so-called 
cystic ovary. The ovary is a speci- 
men of that class of ovaries which are 
so commonly removed, and which 
should not be removed. A cystic 
ovary is not necessarily a diseased, 
ovary, and, unless complicated by 
some other disease, which, in itself, 
demands interference, should be let 
alone. 

THREE CASES OF EXTRA-UTERINE PREG- 
NANCY ; LIGATION OF URETER. BY GEO. 
ERETY SHOEMAKER, M.D. 

Each of the three cases here re- 
ported, presents features which bear 
on the general subject of the diag- 
nosis and treatment of this condition^ 
In only one, could a " positive " diag- 
nosis be made before operation, if 
such a diagnosis can ever be made. 
The condition was suspected in the 
other cases ; being probable in one, 
which, while showing absolutely no 
sign of pregnancy, had undoubted 
intraperitoneal haemorrhage and peri- 
tonitis before coming under my care. 
Laparotomy was indicated in the 
third, for acute symptoms in a case 
with old pelvic disease, many signs 
of pregnancy being present. 

Death in one case, to which liga- 
tion of one ureter undoubtedly con- 
tributed. 

Case I. — Rupture and direct perito- 
neal hemorrhage ; peritonitis; oper- 
ation refused till sixteenth day ; re- 
covery. (Plate II.) 



Mrs. E. L., aged 42, eight children, 
youngest twenty-six months, three 
miscarriages, latest three months be- 
fore with foetus seen. Menses always 
regular and normal. Since the mis- 
carriage she had missed no periods, 
though the flow due nine days before 
rupture did not appear. One week 
before rupture, after having had some 
malaise for a month, there began 
slight general abdominal pains. Af- 
ter a hard day's work, including the 
lifting of tubs, she was seized, after 
going to bed for the night, with ago- 
nizing pain, described to her physi- 
cian. Dr. Thos. J. Downs, as radiating 
from the epigastrium. She rose, fell 
to the floor, vomited, felt faint, per- 
spired ; in other words, had symptoms 
of internal haemorrhage. Twenty-four 
hours later the case was placed in my 
hands by Dr. Downs, and I found the 
patient with greatly distended abdo- 
men, insisting upon lying on the left 
side with knees drawn up, face anx- 
ious, respiration 50, pulse 80 and of 
fair volume, temperature 99.6'', dul- 
ness in the left flank, where fluid had 
g^vitated, bleeding from vagina, dark 
with small clots. In the rectovaginal 
culde-sac was a soft, slippery mass, 
evidently clot, which, under examina- 
tion, slipped away and allowed the 
uterus to descend. Bimanual exami- 
nation impossible from distension and 
tenderness. Uterus freely movable, 
cervix perhaps rather soft but eroded, 
vagina and vestibule not blue. In- 
definite yielding resistance and great 
tenderness to the left of the uterus. 
In short, it appeared to be a case of 
intraperitoneal haemorrhage which 
had ceased and been followed by local- 
ized peritonitis. 

We know from the great number 
of cases reported lately, that even in 
the absence of the ordinary signs of 
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uterine pregnancy the chances are 
greatly in favor of there being a rup- 
tured tubal gestation in such a case 
as this, but such a diagnosis could 
only be probable. A diseased appen- 
dix will occasionally, though rarely, 
give some such a history ; and a rup- 
tured cyst of any sort might do it. 
The onset of peritonitis as early as 
the second day is unusual where there 
is simply blood effused. 

The patient was removed from her 
home, where an operation would have 
been unadvisable, to the wards of the 
Presbyterian Hospital, where she re- 
mained under my care through the 
courtesy of Dr. Willard. Though the 
haemorrhage had ceased, after careful 
consideration it was decided that lap- 
arotomy and flushing was safer than 
waiting, notwithstanding the consid- 
erable number of cases reported by 
Freund and others as recovering with- 
out operation under similar circum- 
stances. She absolutely refused oper- 
ative treatment, however, till the 
sixteenth day, meanwhile gradually 
losing ground from pain, sleepless- 
ness, fever and imperfect assimilation. 
There was a mitral heart-lesion of 
long standing. Section was finally 
done under the electric light in the 
Trendelenburg posture, the resident 
physician. Dr. Reynolds, assisting. 
It was done in the evening that there 
might be no delay after she definitely 
changed her mind. The blood in the 
peritoneal cavity was much disorgan- 
ized, and clots adhered to the intes- 
tines. It had collected in the left 
side of the abdomen from the patient's 
decubitus, while a recent localized 
peritonitis had glued together the left 
tube and ovary with neighboring clots 
and loops of bowel. The right tube 
contained the gestation sac, still dis- 
tended and firm with contained clot. 



The normal relations of the ovary 
tube and broad ligament were undis- 
turbed, as may be seen by the accom- 
panying photographs, which represent 
front and rear views of the same speci- 
men. 

The point of leakage had been 
on the upper and posterior free sur- 
face of the tube. The small opening 
had become plugged by a mass of clot 
which, by subsequent contractions of 
the tube, seemed to have been partly 
extruded, the plug standing out for 
a third of an inch beyond the open- 
ing. The point of rupture is marked 
in the photograph, by the elevation on 
the upper outline of the tube. The 
specimen was shrunken greatly by the 
preserving fluid before the photo- 
graph was taken. The specimen here 
presented, shows on section the cavity 
of the tube occupied by clot, except 
the portion which was occupied origi- 
nally by the foetus, the last being now 
shrunken by the preserving fluid. 
-The manner in which some cases are 
spontaneously cured is beautifully 
illustrated in this specimen. Such a 
haemorrhage into the gestation sac 
must of necessity have destroyed the 
life of the embryo. The plug was 
efficient, as no fresh blood was in the 
abdomen at the operation. The rup- 
tured tube was free from external ad- 
hesions entirely, and, therefore, from 
inflammation, the peritonitis being 
confined to the opposite side. In 
favorable cases, where the primary 
peritoneal haemorrhage was small, why 
should not gradual absorption occur ? 
Of course, the destruction of the 
foetus in any given case cannot be as- 
sumed, and many cases die of a sec- 
ond haemorrhage. This case would 
no doubt have died without' operation 
from general causes. 

Another point of interest is, that 
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in this case blood as blood was capa- 
ble of acting as a foreign body and 
exciting a non-septic peritonitis. 

The patient made a slow but com- 
plete recovery, and has been for some 
months following her occupation as a 
washerwoman. 

Case II. — Old pelvic trouble^ mild 
appendicitis^ laparotomy for acute 
symptoms referred to tubes, extrauterine 
pregnancy not being considered more 
than very possible before operation ; re- 
moval of cysts and an unruptured tubal 
pregnancy on one side and a hemato- 
salpinx on the other. 

E. K., 28 years, two children, young- 
est 5 years ; no miscarriages ; puberty 
at 13 ; menstruation every four weeks, 
lasting 4 to 5 days till last child; 
since irregular, 2 to 4 weeks ; 7 to 
9 days, and has flowed as long as 3 
weeks at a time. 

Eight years ago first child born, and 
nine weeks later reports that an ab- 
scess formed in left abdomen, which 
was opened by a physician in Shrews- 
bury, England. Scar shown an inch 
above the beginning of the outer third 
of Poupart's ligament ; then well till 
next confinement, which was normal, 
but ever since has had pain in the 
right side. Two years ago under 
treatment in this city by Dr. Slocum, 
who found no tumor on right side at 
that time, but the left tube was firmly 
adherent to the old cicatrix on the 
left. 

April 14, 1892, the patient applied 
to me for treatment, complaining of 
pain in back and lower abdomen on 
both sides for several days. Two 
days before had severe pain, causing 
vomiting and faintness ; the pain in- 
termittent, lasting two hours; had 
never had such a pain before, and not 
any in left side before since abscess. 



She had missed no periods, but had 
been bleeding for two weeks. 

During the next two weeks nausea 
and bleeding continued, with irregular 
pain in the left side but no paroxysms. 
Frequent urination ; pain if bladder 
distended. The breasts now began to 
look suspicious of pregnancy and the 
vagina was congested but not blue. 
Left tube large as two fingers and 
hard. A mass to the right of uterus 
as large as a goose-egg. Tympany 
and general tenderness. 

Section, April i, 1892, assisted by 
Dr. H. A. Slocum. 

Omentum inseparably adherent 
across front of pelvis, ligated and in- 
cised ; some diffuse peritonitis, espe- 
cially about the appendix vermiformis, 
which was as" large as a goose-quill, 
firm, hard and strongly adherent to 
the tubo-ovarian mass. It was freed 
and examined, but not removed, as its 
color was a bright pink, and it seemed 
only to partake of the surrounding 
peritonitis. 

The right tube, which contained 
the gestation sac, was inseparably 
blended with two cysts, and the ovary, 
as such, could not be distinguished 
from the general mass, firmly bound 
to loops of ileum by old organized ad- 
hesions requiring careful stripping; 
adherent also to bladder and omentum. 
Removed mass unruptured; there 
was no blood in the peritoneal cavity. 
On the opposite side, the left, the 
cicatrix in the abdominal wall before 
referred to, was strongly adherent to 
what had been the broad ligament. 
This had practically disappeared, the 
tube and ovary lying hard against the 
pelvic wall, the outer end of the tube 
being bound down within % inch of 
the anterior superior spinous process. 
This made the application of a ligature 
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very difficult, but tube and ovary were 
removed together entire. (The old 
abscess, if such it was, must have 
occupied the broad ligament, but it 
had been opened in a curious place, 
with excellent result.) Silk twist for 
pedicle, silk-worm gut for parietes. 
No bleeding; flushed; drained 30 
hours ; bowels moved third day ; mixed 
diet seventh day ; up in three weeks. 
Patient now after two and a half 
months well and free from former 
pains ; no menses ; the bleeding, 
which had continued four weeks be- 
fore the operation, stopped two days 
after it. 

The left tube (non-pregnant) was 
found on examination to be very thin- 
walled and to be tightly distended by 
very hard clot, which, when rolled out, 
formed a cast of the tube two inches 
long by three-fourths of an inch in 
diameter. The inner end of the clot 
was white as though old and tightly 
squeezed. Microscopical report has, 
unfortunately, not yet been received. 

The right mass had three cavities. 
Two were thin-walled cysts, contain- 
ing about one-half ounce of watery 
fluid each. The third was the tube 
distended also by watery fluid, the 
liquor amnii, about one ounce. Rugae 
could be traced in places longitudi- 
nally. Upon the upper and posterior 
surface was situated the placenta of 
the size of an old-fashioned copper 
cent. This was readily separable 
from the tubal wall, feeling like pla- 
centa, but it was preserved largely in 
situ that sections for the microscope 
might be made. Nothing which 
could be identified as foetus was found. 
Sections of the tube wall and placenta 
are here shown under the microscope, 
which display admirably the villous 
structure of the organ. 



Thq fact that the foetus was not 
found even in this unruptured case, 
examined within a few days of re- 
moval, emphasizes the difficulty in 
detecting a small body, at times not 
over one-third of an inch long, in the 
debris of a case which has ruptured. 
The situation of the embryo in a tube 
is undoubtedly hostile to its proper, 
development, and as in the case of the ^ 
so-called apoplectic ovum in the 
uterus, the embryo, always imperfect 
perhaps, is rapidly disintegrated. In 
all cases, however, of supposed extra- 
uterine pregnancy, other material 
evidences should be demonstrated if 
the foetus is lost. 

Case III. — Rupture into broad lig- 
amffitf then into peritoneal cavity ; 
ureter ligated ; death. 

The third case was in some respects 
the most interesting, in that the his- 
tory was typical, enabling an almost 
certain diagnosis to be made before 
operation. 

The patient was sent to me by Dr. 
Henry Redmond. She was 32 years 
old; one child 6 years old; no mis- 
carriages ; a widow for six years (after- 
ward found to have been illegitimately 
cohabiting for two or three months) ; 
menstrual history normal, with little 
or no pain ; had missed no periods, but 
the last one five weeks before, had 
lasted but one day instead of the usual 
five. The history was obtained with 
some difficulty. It was, however, 
learned that there had been four at- 
tacks of pain in the right side of the 
abdomen within a month, the first 
bringing her fainting to the floor. 
This was one week after the shortened 
menstrual period referred to. Each 
attack had been followed by bleeding, 
at first dark and clotted, then lighter. 
Pain, unknown before, continued in 
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the right side and down the fore part 
of the right thigh to the foot, especi- 
ally in walking. Examination was 
made under ether, with Dr. H. A. 
Slocum, when we separately made, 
unknown to each other, the diagnosis 
of unruptured extrauterine pregnancy. 
[The contents of the tube, however, 
were shown at the operation to have 
already reached the broad ligament at 
this time by the presence of very firm 
clot in that locality, whereas rupture 
into the peritonaeum occurred after 
this examination.] 

The conditions were as follows : 
Vagina and vestibule decidedly blue 
from capillary stasis, especially beside 
and below the meatus urinarius ; cer- 
vix soft ; uterus slightly enlarged, 
movable through short excursus, ex- 
cept from side to side, but tilted 
to the left by an enlargement in 
the right tube and broad ligament. 
This mass was completely fixed; its 
upper portion seemed to be continuous 
with the uterine comu, while the lower 
presented a broad base to the right of 
the uterus, one half inch above the ex- 
ternal OS, and extended half-way 
across behind the cervix. This last- 
named portion [tube] felt like a sac of 
fluid. There was an abundant flow of 
thick, pinkish-red, bloody flufd, free 
from odor of decomposition, such a 
fluid in appearance as is sometimes 
seen in chronic salpingitis. 

There was no history of morning 
vomiting, and the breasts were nega- 
tive. After recovery from ether, the 
patient was confronted with the diag- 
nosis, and admitted cohabitation. 
Note the contrast. Here was sterility 
for six years, then cohabitation under 
excitement, with fear of detection. In 
Case No. I, a healthy woman with 
eight children, gets a tubal pregnancy 



under apparently normal conditions, 
three months after a miscarriage ! It 
illustrates the diflSculties of diagnosis 
from the history. 

The case was put in a private room 
at the Presbyterian HospitaJ, opera- 
tion being delayed twenty-four hours 
at the earnest solicitation of a col- 
league who was suddenly ill. This 
was a serious error, as during that 
time rupture occurred into the perito- 
neal cavity. At the operation thin, 
dark blood welled from the cavity as 
soon as the peritonaeum was cut. The 
left adnexa were normal and were not 
disturbed. The condition of the parts 
on the right side was totally different 
from that in Case I, since here a pri- 
mary rupture had occurred into the 
broad ligament. A short, thick mass, 
representing the tube, lay low d9wn, 
partly behind the uterus, where it was 
strongly adherent. The broad liga- 
ment proper could not be found, but 
on unrolling the tube upward, the fin- 
gers passed forward and outward into 
an irregular mass of old, hard clot, 
and what appeared to be placental 
tissue lying to the right of the uterus. 
This had raised up the peritonaeum, 
obliterating normal relations. The 
thickened uterine end of the tube 
was extremely soft, so that the liga- 
ture cut through three times in spite 
of care in tying. After everything 
removable had been scooped out and 
separated, in spite of adhesions, there 
remained a space bounded above and 
somewhat in front by a sac wall more 
than half-an-inch in thickness. There 
was no bleeding, but it seemed desir- 
able to tie off a part of the ragged 
and redundant wall of the gestation 
sac out along where the broad liga- 
ment should have been. In doing 
this, through the very small parietal 
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incision, and out of sight, the point 
of the needle, though not deeply 
passed, picked up the right ureter 
and it was included in the ligature. 
It is even now somewhat difficult 
to account for this, for the location 
of the ureter was held in mind at the 
time. The normal relations at the 
base of the broad ligament had been 
greatly disturbed by the dissection of 
blood beneath, making their estab^ 
lishment by touch very difficult. It 
is not unlikely also that the floor of 
the space was raised by a mass of 
cotton which had been used by an 
assistant in raising the uterus into 
the wound pervaginam. This manip- 
ulation had been necessary at an 
earlier period, in order to get a liga- 
ture on a very short stump. It is a 
source of regret that the three-inch 
incision was not made larger, in order 
to facilitate the management of a 
difficult case. 

The accident being unsuspected, 
the cavity was flushed and drained, 
and the patient put to bed in fair 
condition, the pulse an hour later 
being lOO. No bleeding. Tube out 
in twenty hours. For the first twenty- 
four hours the condition presented 
nothing unusual except restlessness. 
The patient was extremely unreason- 
able and difficult to manage, behaving 
like an injured animal ; but as she 
could not understand the language of 
her attendants, and appeared to feel 
disgraced, I thought this might be 
largely mental. She passed by cath- 
eter, at various periods, 4i>^ ounces 
of urine in the first twenty-four hours, 
and complained very little of pain, at 
no particular locality. She vomited 
but once. 

During the second twenty-four 
hours more nausea developed, and the 



same restlessness continued. As 
there was some tympany and some 
general abdominal pain complained 
of, the administration of Rochelle 
Salt, hourly, was begun, nutrient ene- 
mata being given with small quanti- 
ties of beef juice and beef tea, by the 
mouth. She passed sixteen ounces of 
urine during this time. The respira- 
tion continued high, 30 to 40, though 
the pulse varied from 98 to 118 only. 
The temperature, which had touched 
100 for the only time two hours after 
the operation, remained about normal, 
but at the end of forty-eight hours 
dropped to 97>^, and the patient look- 
ing anxious and having tympany, the 
onset of peritonitis was feared. Ef- 
forts to move the bowels were re- 
doubled, but in vain. Enemas contain- 
magnesum sulphate, glycerine or tur- 
pentine, were at once rejected, and 
could not be introduced above the sig- 
moid by catheter or rectal tube. Salts 
and calomel were vomited. The urine 
was very scant. Just before death, 
which occurred at the end of seventy- 
two hours, a small amount of faecal 
matter was secured per anum, this 
difficulty in moving the bowels being 
the dominant thought in my mind, as 
obstruction was feared. At no time 
was there pain localized in the right 
side, nor did reopening of the abdo- 
men seem justified. The drop in 
temperature to 97° was not followed 
by a rise, and peritonitis did not de- 
velop. The patient seemed to have 
died exhausted, having to the last 
pulled herself restlessly about the 
bed, with little or no delirium, no 
coma, the mind remaining clear to 
the end. There was very likely a 
toxaemia, but not a true uraemia, from 
impaired renal action, sympathetic in 
the opposite kidney ; there was also 
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an element of shock from what ap- 
peared like bowel obstruction. The 
notes of the pathologist of the hos- 
pital, Dr. H. E. Cattell, are appended. 
I am indebted to him also for photo- 
graphs and sections of specimens in 
the other cases. 

X., German ; admitted to the Pres- 
byterian Hospital December 17, 1891 ; 
died December 22, 1891. Ward, pri- 
vate. Visiting physician, George E. 
Shoemaker. Clinical diagnosis, extra- 
uterine pregnancy. Pathological di- 
agnosis: death due to shock, from 
removal of a right tubal pregnancy, 
November 23, 1891. 

Body of a well-formed girl, with an 
anxious look on her face. No rigor 
mortis. P. M. lividity well marked. 
Decomposition of abdominal parieties. 
In abdomen, incision below umbilicus ; 
wound in good condition. Large 
omentum, dark and congested; on 
the small bowel, one point of attach- 
ment to wound. No signs of general 
peritonitis, though in a few places 
lymph had been thrown out. The 
sigmoid flexure made an S turn, and 
may have accounted in a large meas- 
ure for the difficulty with which the 
bowels were moved. 

The intestines filled with gas ; con- 
tents small in amount and fluid. 

Lungs: adhesions on right side; 
no pneumonia. 

Heart: small; more fat than nor- 
mal; not opened. 

Kidneys : anaemic. 

Liver : apparently normal. 

Ccyidition of wound: There had 
been two ligatures applied, th^ onb 
to the pedicle and the other in the 
broad ligament; the latter had in- 
cluded the right ureter, and had 
caused almost complete retention of 
the urine on that side. The ureter 



was enlarged to over double its nor- 
mal size above the ligature, and was 
tortuous and filled with urine, under 
pressure. 

There had been no haemorrhage. 
Rupture of tube before operation had 
probably taken place posteriorly. 
Peritonaeum below that covering kid- 
ney congested and haemorrhagic. 
Both ovaries present. Left tube and 
appendices not touched in operation. 

Injury to the ureter during opera- 
tion probably occurs with consid- 
erable frequency, though it is hard 
to find cases recorded. 

Pozzi* considers that the ureter is 
often ligated, and that many of the 
deaths attributed to shock are really 
due to this accident. Systematic 
writers generally say that the acci- 
dent is not infrequent, but they fail 
to give cases, except those of Hegar, 
Simon, Nussbaum, Walter and Tauf- 
fer, to which many refer. G. Eus- 
tache^ made a search of the literature, 
but could find only three cases in 
Germany and none in England or 
France. Joseph Price* reports hav- 
ing severed both ureters in a hyster- 
ectomy, and afterward switched them 
into the bladder with recovery. The 
writer has verbal knowledge of an 
unreported case in which both were 
ligated, but afterward released be- 
cause of suppression. Recovery. 
Greig Smith* states that Simon, 
Archer, Boeckel and others have done 
nephrectomy for ureteral fistulae, 
caused by accidental wounds during 
hysterectomy. 

Henry Morris,* of London, speaks 



» Gynaecology, iSgr. p. 305. 
« Arch, de Tocol., April, 1880. 
^ Transactions Obstetrical Society of Philadelphia, 
>89i, p. 137. 

* Abdom . Surgery, p. 560. 

• Int. Ency. Surgery, V, 527. 
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of having himself divided the ureter 
and afterward turned it into the va- 
gina, H e does not say with what result. 

Ligation of one ureter is not neces- 
sarily fatal, but, of course, might con- 
tribute to a fatal shock. Unfortu- 
nately no train of symptoms can be 
given which would surely lead to a 
discovery of the accident if a single 
ureter is occluded. Pain would be 
looked for as most marked from 
analogy with calculous obstruction of 
the ureter. In my case it was not 
characteristic or very marked. There 
should be reflex vomiting. In my case 
vomiting occurred but once in the first 
twenty-four hours and Seldom in the 
first forty-eight. It was no more 
marked at any time than we at 
times see in cases which do well. 
Distention from hydronephQsis can- 
not be looked for. This occurs after 
many weeks only when there is par- 
tial and not total obstruction, the 
pyramidal portion of the kidney being 
gradually absorbed, and the cortical 
portion being distended so as to form a 
large sac. "If the ureter be completely 
blocked at once, as it is by a calculus 
in a case of obstructive suppression, 
the flow of urine ceases almost im- 
mediately and the kidney undergoes 
atrophy without any dilatation what- 
ever."* 

The flow of urine is worth noting. 
Sudden closure of one ureter is usu- 
ally followed by intense congestion of 
the corresponding kidney, and par- 
tial suppression in the other from 
shock.* 

It will be noted that in this case 
there was abundant secretion for 
twenty-four hours, the bladder being 
empty at operation and the catheter 

1 Bruce Clarke, Surgery of Kidney, p. s^. 
* Manaell Moullin, Surgery, p. 956. 



bringing 41 }4 ounces at various times 
in twenty-four hours. There were 16 
ounces in the second twenty-four 
hours, but none is recorded by the 
nurse for the day of death. It could 
not be expected when no fluids had 
been retained for many hours before 
death, and when copious vomiting of 
mucus was going on, that there 
would be much urine secreted, even if 
the kidneys were sound. 

The only points of symptomatology, 
which reflection on this unfortunate 
case suggest, are restlessness and anx- 
ious expression, with gradual diminu- 
tion of urine secretion. There should 
have been pain of a definite character 
as in calculus, but there was not, and 
the conclusion is inevitable that after 
an operation there may be so many 
explanations for the same symptoms 
that, in the absence of localized pain, 
recogfnition of the accident will always 
be difficult or impossible. 

DISCUSSION. 

Dr. Charles P. Noble : 

I wish to say a few words with reference to 
the case of cyst of Morgagni. Dr. Baldy 
incidentally brought up the question of cystic 
ovaries. With reference to the operation in 
this case, if the tube and ovary were healthy, 
I see no occasion for their removal. The 
cyst could have been removed without dis- 
turbing the tube and ovary. Personally, I do 
not agree with the statement that all cystic 
ovaries are healthy. I think that many of 
them are far from healthy. Many are dis- 
eased. Many are the seat of chronic ovaritis 
and are extremely painful ovaries. I do not 
think that they are painful because of the 
presence of little cysts. Many of these 
pvaries are so far from healthy th'at the 
patients will not be well so long as they re- 
main. 

A word in regard to the uterus, in which 
Dr. Baldy raised the question as to the pres- 
ence of cancer. Judging from the gross ap- 
pearances, the uterus is not healthy. The 
walls are hypertrophied and the endometrium 
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is thickened. As regards adenoma or cancer, 
it makes little difference, as both are malig- 
nant and will kill, but one will take a little 
more time. The advantage of operation in 
adenoma is that the danger of recurrence is 
much less than in carcinoma. 

With reference to the use of clamps in 
hysterectomy, I have had the same experience 
as Dr. Baldy. The first time I used the 
clamps the broad ligament slipped and it was 
necessary to ligate it afterwards. It. was a 
tedious and bloody operation. Since then I 
have used the ligature and like it very much. 

In regard to the case of extra uterine preg- 
nancy reported by Dr. Shoemaker, in which 
he discusses the question of what takes place 
with the blood left in some of these cases, I 
think that in not a few cases the blood is 
absorbed and the patient gets well. I do not 
think, however, that we are justified in not 
operating, because the probability of recur- 
ring haemorrhage or suppuration is too great. 
The chances of the patient are infinitely 
better, other things being equal, if operation 
is done. I have seen several cases of extra- 
uterine pregnancy, or at least where there 
was every reason to believe that there was 
extra-uterine pregnancy, in which, because of 
the condition of vital organs, it was deemed 
inadvisable to operate. I saw such a case 
last summer in a woman with consumption, 
who had just gotten over an attack of acute 
nephritis with suppression of urine. She was 
at the time passing a small quantity of urine, 
with casts and albumen. She had an extra- 
uterine pregnancy and a large haematocele. 
I was so certain that she would die if operated 
upon, that I advised delay and non-operation 
unless suppuration occurred. I have seen 
her again within a week. She now feels 
quite weU and says that she cannot now feel 
the hematocele. I have seen one or two 
other cases of a similar character, in which 
the patients chanced not to die from recurring 
haemorrhage or suppuration of the hemato- 
cele. 

I was much interested in what Dr. Shoe- 
maker said about hematosalpinx. It is time 
that we had a general understanding of what 
we mean by that term. The same term is 
used when there is fluid blood, or when there 
is a clot in the tube. Recently there has 
been an attempt by Bland Sutton to limit the 
use of this term to cases in which there is a 
blood-clot in the tube. I do not know what 



authority he has for this beyond his own 
desire, but I think that it is desirable that 
every one should have the same understand- 
ing as to what is meant by the term. 

In the case of death from so-called shock, 
it seems to me that it was not a death from 
shock at all. The symptoms of shock are 
subnormal temperature, cool skin, rapid, 
feeble pulse and other signs of heart-failure. 
None of these were present in this case, and 
I, therefore, think that it could not properly 
be called a case even of so-called shock. I 
have seen several deaths from suppression of 
urine following section and one foUowing a 
plastic operation, and the symptoms were 
very similar to those mentioned by Dr. Shoe- 
maker. I think that they were clearly the 
symptoms of uremia. However, I must 
state that coma supervened in my cases 
before death took place. , 

Dr Joseph Hoffmann : 

In regard to cystic trouble in the ovary, I 
think that it is a matter of great difficulty to 
tell just when an ovary is diseased, even when 
we have a chance to handle it. Probably 
the safest rule of procedure in all uterine 
trouble is that where we have well marked 
disease of the uterus, to presuppose ovarian 
disease and act on that view. Where there 
is well marked uterine disease, there is apt 
to be ovarian disease. I would recall to Dr. 
Baldy a cas^ in which he did hyterectomy, 
and left the ovaries because he thought that 
they were not diseased. In a year he had to 
reopen the abdomen and remove a large 
ovarian cyst. 

About the frequency of cancer of the 
uterus. Two years ago, at a meeting of the 
Obstetrical Society, Dr. Price questioned the 
frequency of cancer of the uterus in Germany, 
where the greatest number of operations had 
been done for their cure with the best results 
apparently. The argument against this was, 
that here so many cases known to be cancer 
fail utterly to be cured by hysterectomy. 
The probability is that in every suspicious 
case they regard the presumption as in favor 
of cancer and remove the uterus, and the 
case is put down as one of cancer cured by 
operation. There is no reason why the re- 
sults here should not be as good as abroad, 
if the pathological conditions are the same. 

Dr. Shoemaker, in speaking of his third 
case, says that the symptomatology was per- 
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feet. There is nothing perfect in regard to 
the symptomatology of ectopic pregnancy. 
There is one other condition to which I have 
called attention which simulates this per- 
fectly. This is tubercular disease of the 
ovary. The symptomatology is perfect. 
You will discover a mass, there may be pul- 
sation in the mass. The breast will be en- 
larged and'may contain milk. There will be 
vomiting. There will be suppression of the 
menses. There will be acute pain simulating 
rupture. So one by one you may take the 
symptoms of ectopic gestation and have 
them duplicated by this entirely distinct 
affection. 

In reference to ligature of the ureter. I 
cannot understand how you are going to tie 
the ureter by ligating the broad ligament. 
The ureter does not lie in the broad ligament. 
In order to tie the ureter under such circum- 
stances, you must suppose an unheaval of 
the floor of the pelvis. If there is haemor- 
rhage, granting that it does not come from 
the placenta, it can be controlled by ligature 
of one or both of the arteries without going 
into the floor of the pelvis clear down to the 
neck of the uterus, where the ureter ap- 
proximates it very closely. Where there 
is a large uterus I have had no trouble in 
arresting the haemorrhage by tying closely. 
It is not unusual in these cases to And the 
whole tube much diseased, necessitating 
putting the ligature on the utei^'ne structure 
itself. This was notably so in a case on 
which I operated. The rupture was clear 
down in the comu of the uterus, and the 
woman bled to death almost under our hands. 

In regard to waiting. If the tube has 
been the seat of one haemorrhage, it is prone 
to a second or third. That was the case in 
the last ectopic pregnancy that I saw. The 
first attack was followed by a second and a 
third, and she died in the third attack while 
I was waiting for a consultation. The argu- 
ment of Freund that many of these cases get 
well of themselves, is an argument that does 
not prove anything, for it disregards the fact 
that the haemorrhage is often repeated. The 
danger of haemorrhage is perpetual, and the 
patient is never safe. 
Dr. B. F. Baer : 

I learned in my first vaginal hysterectomy 
to mistrust the clamp, and have not used it 
since. A perfect operation includes the re- 
moval of the ovaries and tubes with the 



uterus, and this cannot be done if clamps are 
employed. There is also more danger of 
haemorrhage by this method. I believe that 
the best method of removing the cancerous 
uterus is by first ligating the uterine arteries 
from below, separating the vaginal attach- 
ments and then making a short hypogastric 
incision, after the method which I described 
several months ago. The advantage of op- 
erating from above is that you can remove 
the ovaries and tubes, and any diseased por- 
tions of the broad ligaments. The operation 
by ligature is the better method, whether the 
operation is done from below or above, or by 
the method which I prefer-*-a combination 
of both. 

I was surprised to hear Dr. Baldy say that 
he considered cancer a general or blood dis- 
ease. I believe in the local origin of cancer, 
and am sure that it is wise to teach that it is 
a local disease, for we will then be more apt 
to treat it locally by operation as soon as the 
first signs of cancer appear. Even if we are 
not absolutely sure that the case is one of 
cancer, I think the patient is safer if the 
uterus is removed. The specimen which I 
presented to the Society a few months ago, 
and which was referred to a committee be- 
cause of an expression of doubt as to its 
cancerous nature, was examined microsco- 
pically, with negative result. The walls of 
the uterus were much thickened and looked 
not unlike sarcomatous disease. There had 
been a large cauliflower-like growth removed 
from the cervix of this patient a year before 
by the high amputation, and the symptoms, 
as watery discharge and haemorrhage, had 
returned. I feel sure that this woman is 
safer with the uterus removed. I have heard 
from her through her physician within two 
weeks, and he reports that she is perfectly 
well, having regained her lost flesh and be- 
come ruddy in appearance. She is very 
grateful for the operation. 

I think it would be unfortunate to go back 
to the old idea that cancer is a blood disease, 
and to teach that it will certainly return at 
its original location or somewhere else, if 
removed. Of course if the disease has in- 
volved the tissues outside of the uterus, 
operation will prove futile. Let us teach 
that the disease can be cured if removed 
early and then cases will apply earlier for 
advice, when an effort should be made to 
arrive at a correct diagnosis. 
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Diseased ovaries, when due to haemor- 
rhage into the Graffian follicles, to such an 
extent as to produce the condition known as 
ovarian hsematoma, should be removed. 
They cause intense suffering and there is no 
other means of relief. I, to-day, removed 
the right ovary from a girl i8 years old, on 
account of this condition. She had been a 
great sufferer since puberty, and her physi- 
cian, her mother and the patient herself 
were all anxious to have the organ removed, 
after I had stated the nature of the disease. 
There was a hsematoma as large as a hickory 
nut, the remainder of the ovary being in a 
state of multiple-cystic degeneration. I have 
operated on a number of these cases and 
always with success. The result is really 
brilliant sometimes in the relief that is af- 
forded the patient. In the simple multiple- 
cystic degeneration which is sometimes 
found, I do not know whether it is best to 
remove the organ or not. It is a good plan 
never to operate, unless there is disease found 
to account for the symptoms. 

Dr. J. M. Baldy : 

I am still unconvinced that we should con- 
sider cancer a local disease. If we take the 
statistics of cases of cancer removed by 
vaginal hysterectomy, we find that the large 
majority have recurred and the patients have 
died within three years. It is only the small 
minority that are living after three years 
without recurrence. It is claimed that there 
is so much doubt in the diagnosis, that it is 
fair to assume that a large proportion of 
those that do not recur, were not cancers. 
This uterus may be diseased, but there is no 
evidence, microscopical or otherwise, of can 
cer. It may be better to remove such a 
uterus on the suspicion that it is cancerous. 
I agree to that It should be removed on 
the chance that it is a local disease, and if 
you get the disease at an early stage, the 
woman is much safer without it. The justi- 
fiability of the operation will depend upon 
the safety with which the mechanical pro- 
cedure can be carried out. I do not regret 
that I removed this uterus, but merely state 
as a matter of interest that some uteri are 
removed for cancer when subsequently the 
disease proves not to be cancer. In the case 
on which I shall operate on Monday, the 
clinical history is typical, but the microscopi- 
cal evidence does not uphold this theory. I 



have placed the matter before the patient, 
and she has chosen hysterectomy. 

In regard to the removal of the tube and 
ovary with the cyst of Morgagni, I must say 
that I do not know why I removed them. I 
had a reason at the time, but I do not remem- 
ber what it was. I did not remove the other 
ovary. I agree with Dr. Noble that, without 
other reason, it would be better to remove 
such a cyst and leave the tube and ovary. In 
speaking of cystic ovaries, I did not mean, as 
Dr. Baer supposes, hsematoma or beginning 
ovarian cyst. I meant that common condi- 
tion that we find of hydrops of the follicles. 
There may be, under that, cirrhotic disease, 
but that is another thitig. I was referring to 
cystic ovaries themselves. Nine-tenths of 
these ovaries removed have never occasioned 
symptoms, and the operation is unjustifiable. 
Often, where there is this cystic condition, 
there is concurrent disease of the ovary, and 
the symptoms arise from that. If there are 
other conditions, such as hsematoma, there is 
a pathological condition which requires opera- 
tion. It is in regard to these cases of cystic 
ovaries so often reported that I speak. It is 
this class of cases that bring opprobrium 
upon surgery. These ovaries should not be 
removed unless we have overwhelming evi- 
dence that they are the cause of the trouble. 
It is better to err in leaving them, than to err 
by removing them unnecessarily. 

The plan of removing a small uterus, as 
practiced by Dr. Baer, is a very pretty one, 
and I had intended to try it before I saw Dr. 
Goodell operate with the ligature. The com- 
bined operation is an easy one. The only 
difficulty in removing the uterus is to secure 
the uterine arteries without catching the 
ureters. If the arteries can be picked up 
from the vagina, the operation is simplified. 

In regard to the case reported by Dr. Shoe- 
maker, I must say that I cannot see why tfie 
ureter should have been ligated. I n hyster- 
ectomy, where the pelvic floor is lifted up and 
everything is high up on the tumor, I can 
conceive why it should be done. Under 
such circumstances I have seen the noeud 
placed around both ureters and the patient 
die. In such cases as that reported, it is not 
necessary to tie the ligament so low down as to 
catch the ureters, which lie in the floor of the 
pelvis. After the ligament is brought into 
view, it is a simple matter to put a ligature 
around the ovarian artery on each side. 



Digitized by 



Google 



114 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



In many cases of extra-uterine pregnancy 
where hgemorrhage has occurred, I believe 
that the blood might be absorbed and the 
patient recover. The only question is how 
are we going to diagnose that the last haemor- 
rhage has occurred. No one can say in the 
acute stage that the artery is not still bleed- 
ing, or in the chronic stage, that it is not 
going to again rupture, or that the site of the 
disease is not septic. If we accept the theory, 
that ectopic gestation occurs in a tube that 
has lost its cilia, and as we know that the 
most common cause of the destruction of the 
cilia is an infective process, and that after 
rupture we have a mass of blood-clot which 
will break down easily, it is easy to conceive 
that many of these cases will ' suppurate be- 
cause of the presence of septic material re- 
ceived from the seat of the original disease 
in the tube. As a niatter of precaution, I 
believe that these cases should be operated 
on, inasmuch as the operation is perfectly 
safe. I know of no death, due to the opera- 
tion, in the hands of competent operators. 
Dr. George E. Shoemaker : 

I used the term " so-called shock " because 
shock was the cause of death as g^ven by the 
pathologist. I think that uraemia was one 



cause of death, though there was neither 
convulsion nor coma. The ligature which 
included the ureter was not used for the con- 
trol of haemorrhage. There was no haemor- 
rhage. There is no occasion to catch the 
ureter in ligating the ovarian or uterine 
arteries. After scooping out all that I could 
from the sac there still remained a roughened, 
ragged portion of its wall, and posterioriy 
was a large projection which I attempted to 
tie off. I might have done better by leaving 
it It was while tryitkg to get a ligature on 
this, that I tied the ureter. I report the case 
in order to refer to the symptoms which fol- 
lowed, and because I wish to report all my 
unfavorable cases and to study them carefuUy. 
I have studied the literature, but have been 
unable to find anything in r^^ard to the 
symptoms resulting from ligature of one 
ureter. Many men state that the ureter b 
often tied. Dr. Goodell says that it is some- 
times torn across, an accident which is usually 
not recognized during operation or after 
death. In my case the broad ligament was 
torn up by clot, and the ureter was perhaps 
displaced. 

Elliston J. Morris, M.D., 
Secretary, 
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Dr. Joseph Price : 

SECTION for the REMOVAL OF TU- 
MORS FOLLOWING ELECTRICITY. 

With our abundant and continually 
increasing data, we are gp'owing in 
ability to discuss the question of the 
value of electro-therapeutics in gynae- 
cology with more intelligence. Many 
moot points involved in the subject 
have already been settled to the satis- 
faction of many of us. The atmos- 
phere is growing clearer. Just where 
the claims of the electricians are to 
stop is problematic. They are even 
broader than those claimed in the 
advertisements of the electro-pathic 
belts, or of one of Hembold's adver- 
tisements of patent medicine. The 
cUar^ distinct^ open, utter, complete 
failure of many of their claims does 
not seem to embarrass them. We 
are urged to believe that there is no 
abdominal or pelvic trouble the gal- 
vanic current is unable to cure. Now 
we have a right to ask these gentle- 
men, with their new method of treat- 
ment, to give us some evidence in 
support of their claims, to give us 
some showing of completely success- 
ful results. The methods of treat- 
ment, the operative work of none of 
us is uniformly successful. In the 
very nature of things, often under 
conditions beyond our control, we 
meet with failures, but our surgeons, 
in their operative work, have results 
that speak for themselves; while in 
the electric treatment the failures are 



repeated and signal. There is no de- 
nying the inestimable uses of elec- 
tricity in our human economies. But 
Edison would seem to be more en- 
lightened as to its legitimate and 
practical uses than Apostoli and his 
disciples. To start with, the treat- 
ment is troublesome and tedious — 
much more so than any surgical oper- 
ation, and it delays, prolongs, and gen^ 
erally complicates where prompt sur- 
gical procedure expedites and saves. 
From a pecuniary standpoint, the rich 
alone can a£Ford to play with the 
slow, lingering, hesitating electric 
treatment. 

But the poor who have to work for 
a living cannot afford to worse than 
waste time with this treatment, and 
that with the almost certainty of hav- 
ing to seek surgical interference. We 
are told that it is clearly indicated as 
the means of treatment in all cases 
where the tumor blocks the pelvis, 
causing pressure symptoms, that in 
all cases of tumor there is nothing, 
absolutely nothing, that can compare 
for a moment with treatment by gal- 
vanic current. Now the facts are that 
up to date the advocates of electric 
treatment have not furnished a single 
instance in which the tumor has dis- 
appeared, where the disappearance 
could positively, beyond reasonable 
doubt, be credited to electric treat- 
ment. In this matter they hold the 
affirmative, and upon them rests the 
burden of proving their claims. We 
would not be understood as question- 
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ing the ability, the zeal and conscien- 
tiousness of many of the disciples of 
Apostoli. But since Adam many 
able and conscientious men have fol- 
lowed fallacies. And the medical pro- 
fession has not been exempt. We 
will not assert that it opens a special 
or even a better field for quackery 
than is furnished in other lines of 
human endeavor. The quack is an 
ubiquitous animal. From pulpit and 
missionary fields down to the profes- 
sorships of the garbage dumps, he 
plays a conspicuous part. We object 
that their statements as to what fol-. 
lows their treatment, are not clear, 
full, and sustained by the resistless 
logic of successful results. At the 
meeting of the American Gynaeco- 
logical Society, held in New York, in 
September, 1887, Dr. Apostoli was 
asked the pointed question: "Have 
you ever seen a tumor disappear un- 
der your treatment ? " His answer 
was manly and frank : " I have not." 
All he could claim, all he did claim, 
was an amelioration of symptoms. 

Mark the peculiarities of their 
special claims, "Amelioration of 
symptoms." In deep-seated pelvic 
and abdominal troubles, we fail to be 
able to interpret just what is meant 
by amelioration of symptoms. Opium 
will ameliorate symptoms, and at the 
same time have a like effect with 
electricity in complicating the trouble. 
In tumors the claim is, " reduction of 
size." The surgeon's claim is total 
extirpation, and restoration to health 
and usefulness. Another modest 
claim is, "greatly benefited." This 
could be done by careful general 
treatment, keeping the bowels solu- 
able — rest particularly at the periods. 
All the above benefits have been 
claimed by varieties of treatment — 



Ergot, muriate of ammonia, clay pads, 
punctures. Again, controlling haemor- 
rhage. It is to be remembered, in 
connection with haemorrhage, that it 
is not always irregular and profuse in 
the growth of hard tumors. In many 
cases there is scarcely a deviation 
from normal — in some few it is 
irregular and profuse. 

An eminent English gynaecologist, 
who has given the subject of electric 
treatment unprejudiced and conscien- 
tious investigation, says : " Where 
galvano-pucture has been practiced, 
changes will be found immediately 
around the puncture, but similar 
changes would, we imagine, be found 
if the thermo-cautery or red-hot iron 
had been inserted into the tumor. 
In any case, the changes are extremely 
local and do not extend into the sub- 
stance of the tumor." In further dis- 
cussion of the subject, it was said to 
be quite impossible to control the re- 
suit of the treatment. In some cases 
the electric current had no effect what- 
ever on the tumor. In other cases it 
caused sloughing. This was followed 
sometimes by absorption of the tumor, 
and sometimes not. Under either cir- 
cumstances the patient was subjected 
to all the danger of peritonitis, sep- 
ticaemia, thrombosis, embolism, etc." 

Another eminent English gynae- 
cologist says : " Having carefully 
studied the cases published by Dr. 
Apostoli and others, and having re- 
gard to cases within his own personal 
knowledge, he was convinced that 
the treatment of fibroid tumors of the 
uterus by electricity, was fraught with 
great danger, and he felt sure that if 
it were carried out to any large ex- 
tent, it would cost many lives, which 
would not otherwise have been en- 
dangered." Yet another, speaking 
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on the subject, says: " I refer to the 
treatment of fibroid tumors of the 
uterus by means of the galvanic cur- 
rent, a method of treatment which 
had formerly been tried and found 
wanting, but which now again has 
been revived under the zealous ad- 
vocacy of Dr. Apostoli. That the 
young have been fascinated by the novel- 
ty^ while in some cases, perhaps, the 
oldYi3VG had recourse to it in the place 
of worn-out or stale methods of notor- 
iety so widening its field. That it 
promises the special virtues that are 
claimed for it, I do not for a moment 
believe, but that it involves the 
dangers with which it is credited, I 
am firmly convinced. That it will 
take the place of hysterectomy or the 
removal of the appendanges, in cases 
suitable for either of these operations, 
I do not believe. And I have very 
strong feeling that it will turn out to 
be a nine-days wonder." 

Tait, who is without his peer even 
in a great and noble body of gynae- 
cologists, referring to the electric 
treatment, says : " To-day I operated 
upon a lady who had been treated by 
electricity for months — not only with- 
out benefit, but with absolute detri- 
ment. There was a certain amount 
of risk when large fibroids, under 
electrolysis, became enucleated — 
blood poisoning might occur before 
they could be successfully taken 
away." This, Mr. President, has been 
my experience in a large number of 
cases, greatly complicated by electric 
treatment." 

Now that it is growing fashionable 
for Americans, that is, Americans of 
the ton variety, to go to Germany for 
their surgery and beer, we will quote 
an eminent German (Rokitansky) : 
In reporting the results of cases 



treated during two and one-half years 
— twenty-two fibromata of the uterus 
— and eighteen cases of the various 
forms of chronic endometritis ; total 
number of sittings, six hundred and 
fifty, he says we must consider the 
manner of treatment valuable, but 
that even when used correctly and 
with care, it has its dangers, is pain- 
fuly sloWf and does not always produce 
the desired results^ and is often only a 
palliative measure. 

We are told by one of Apostoli's 
disciples that a fibroid tumor the size 
of a walnut was found in the pos- 
terior wall of the uterus, and was dis- 
pelled after four months of tonics, 
ergot, massage, faradic electricity 
and daily gymnastics'' Gentlemen, 
think of this combination of treat- 
ment — "tonics, ergot, massage, fara- 
dic electricity and daily gymnastics." 
Yet the credit of dispelling this wal- 
nut-sized tumor is given to the electric 
current. In all fairness I must press 
the claims of massage and gym- 
nastics. What tumor could stand 
one hundred and twenty consecutive 
days of gymnastics, of " ground and 
lofty tumbling.^" They also treat 
cases by galvanism at about the 
climacteric period, just when retro- 
• grade changes are likely to have be- 
gun, and these cases are claimed as 
cures. 

We will allow another to make a 
summary of the claims of electric 
treatment. It promises the dispersal 
of fibroid tumors and the arrest of 
haemorrhage by its influence, the reso- 
lution of peri-uterine inflammations 
and the relief of ovarian pain, so as to 
preclude the necessity of removal of 
the appendages. Amenorrhoea, dys- 
menorrhoea and menorrhagia are 
amenable to its influence. The most 
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obstinate pruritus has been cured by 
a single application. Constipation 
and dysuria have been rapidly relieved 
after resisting the usual remedies. It 
exercises a potent influence as a nerve 
sedative, and a stimulent, a muscle 
contractor, and anti-atonic and pro- 
moter of development, an absorbent, 
chemical cautery and escharotic, haem- 
ostatic and decongester ; and in treat- 
ment of extrauterine gestation, it 
stands with a record unblemished by 
a single failure or any dangerous con- 
sequences !' 

Now, on this subject of extrauterine 
pregnancy, we will listen to one who 
has a pre-eminent right to -speak, 
compared with whose surgical ex- 
perience that of any one or all the 
Apostoli school are mere bagatelle. I 
refer to the opinions of Mr. Tait. He 
has the characteristic bluntness of 
the surgeon who knows his subject. 
He says : "To apply the electric cur- 
rent to every kind of pelvic lump, 
under the suspicion that it was an 
extrauterine pregnancy, would be a 
most haphazard dangerous proceed- 
ing, worthy of the strongest condem- 
nation." " He has heard quite enough 
of the stories of the subsequent his- 
tories of cases where such diagnosis 
had been made, and where the electric 
current had been used to justify him 
in using the strongest kind oi condem- 
nation which he could utter." 

In such cases, he (Tait), " consid- 
ered the use of the electric current 
as one of the most nonsensical pro- 
posals which had ever been submitted 
to a surgical audience. And as to 
the result of the employment of the 
strong current and the claim of its 
macerating effects, he says : ** The 
bones of the foetus being extensively 
laid bare, the tissues in a great part 
dissolved, and the heart hardly recog- 



nizable, it was really absurd to put 
that down to the effect of the cur- 
rent. When rupture took place, he 
often found a macerated foetus, with 
bones extensively laid bare. In that 
case the foetus must have been dead 
for weeks before the current was ap- 
plied. And as to the growth of the 
placenta, the cases he had seen were 
those in which he had found a macer- 
ated foetus, not more than ten or 
twelve weeks old, while the placenta 
was the size of a four months' preg- 
nancy. 

Dr. Berry Hart had noticed the 
same thing, and he had a section 
given to him by Dr. Hart to prove it. 
Mr. Knowsley Thornton also con- 
firmed the statement. If the child 
was killed there was no guarantee 
that the tube would not rupture. 

A consensus of the opinions of 
eminent gynaecologists, opinions ar- 
rived at, through a long and varied 
surgical experience, are of inestimable 
value to us all — ^are strongly auxiliary 
in the formation of correct conclu- 
,sions. A very able English surgeon, 
one half convert to the electro-fallacy, 
says : '* Do not try it in extrauterine 
pregnancy. Laparotomy could al- 
ways be performed almost without 
danger, so that there was really no 
excuse for killing the foetus. He 
considered it to be an absurd piece 
of meddlesome gynaecology.*' Fur- 
ther : " Where the treatment was ap- 
plied in the latter stages of tubal 
pregnancy, the foetus might be killed, 
but a tumor remained containing the 
dead foetus, and the placenta, which 
might have to be got away by an 
operation as dangerous as laparotomy, 
would originally have been." It 
usurps the place of effective treat- 
ment. 

Dr. Edis, speaking of his own ex- 
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perience, brings the subject close 
home in very intelligible English : 
*' If anybody for whom he had a re- 
gard, had an ectopic gestation, he 
would not recommend her to be elec- 
trified, but would prefer opening the 
abdomen and removing the mass at 
once. The cases in which dead 
foetuses had been left for long periods 
of time inside the body without giv- 
ing rise to symptoms, were very ex- 
ceptional, and the ele:trical treatment 
might be the means of causing the 
very mischief which they were en- 
deavering to avoid." 

Dr. Heywood Smith expresses kin- 
dred opinions : " Inasmuch as hitherto, 
the second stage (that of primary 
rupture), has usually proved fatal, and 
would, in severe cases, continue to do 
so, unless the abdomen were at once 
opened and the seat of lesion re- 
moved, it stands to reason that when- 
ever the first stage is diagnosticated, 
the pregnant tube should be removed, 
so that the woman should not be ex- 
posed to the risk of rupture. It seemed 
to him that to kill the foetus by aspira- 
tion or electricity was bad practice, as 
it exposed the woman to the possi- 
bility of subsequent mischief from 
the presence of such a foreign body 
as the shrivelled debris of her child." 

As to the diagnostic functions of 
electricity, there is solid ground for 
our scepticism. Operators with a 
varied and extended surgical experi- 
ence, and with a clinical knowledge 
of the multiple nature of pelvic and 
abdommal disease, have a right to 
question the ability of the great ma- 
jority of the followers of the electric 
treatment to diagnosticated pelvic and 
abdominal disease within defined lines 
of reasonable certainty. 



discussion. 

Dr. G. Betton Massey : 

As I did not hear the first part of the paper, 
I wish it understood that my remarks are to 
be taken in ignorance of that portion. The 
paper clearly shows that Dr. Price is opposed 
to electricity in gynaecology, which is by no 
means news to us. I must say that I prefer 
to listen to a surgeon who takes that stand, 
for I have been so unfortunate as to have had 
cases from surgeons who believed everything 
was good, and that they were good for every- 
thing ; that they had as good ability to apply 
this delicate and powerful agent for the cure 
of bleeding and large tumors as they had to 
cut the tumor out with the knife. 

The portion of the paper that I heard was 
simply an attempt to hold up to derision the 
claims made for electricity in gynaecology 
and also the explanation of those claims; 
but so far as I understood the remarks the 
derision was only applicable if the claims are 
untrue. For instance, it was said that elec- 
tricity produced congestion and was also a 
decongestant. That is true. It was said 
that it stimulates life in a part and is also a 
sedative. That is also true. The claims 
held up to derision I wish to stand by as 
demonstrably true in skilled hands. One of 
the best instances of the truth of apparently 
conflicting claims is given by the behavior 
of the galvanic current in the vagina, as the 
positive or negative pole is used as the active 
pole, and no one unfamiliar with these de- 
tails is in a position to criticize them. Place 
a piece of absorbent cotton, well wetted, on 
the electrode, insert it within the vagina, and 
turn on a current with this pole negative; 
after a few moments the electrode will be 
found to be more moist than before and the 
contiguous structures reddened and engorged. 
Now make it positive and turn on the cur- 
rent again. In an equal length of time the 
cotton will be found to be quite dry and the 
contiguous tissues are blanched. We h^ve 
here, first, a powerful congestant, and sec- 
ondly, a powerful decongestant— both from 
the same current differently applied. The 
faradic current is equally striking in its alter- 
nate exciting and sedative powers, as different 
kinds of current arc used. These several 
effects are particularly useful in gynaecology, 
because of their action on muscular and 
nerve fibres and catarrhal conditions— the 
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main factprs in producing the complaints en- 
countered by the gynaecologist — and in view 
of a rapidly increasing knowledge of the 
action of these differently applied currents it 
is foHy to deny that there may be opposite 
effects from the electrical current differently 
administered. 

It is also folly for any one to compare the 
removal of the ovaries in fibroid cases with 
the administration of electricity. The one 
has been demonstrated by those who have 
mastered the subject as almost invariably 
valuable— that is, nearly loo per cent of the 
cases are benefited much or little. The 
other, the removal of the ovaries, is a pure 
experiment. Who can say of any given case 
that it will be better at the menopause? 
Hence who can say that after the removal — 
the dangerous removal of these inoff ending 
organs— the patient will be better ? I know 
myself from considerable experience that 
oophorectomy for fibroids is largely an un- 
necessary experiment and largely a failure. 

Now, as to the electrical treatment of 
fibroids. Should any one wish to know 
about that, they should not stop at the 
opinions of an opponent. I have treated 
sixty-eight cases of fibroid tumors with elec- 
tricity, some of them not well adapted to that 
agent in the light of a more perfect knowl- 
edge. Of these sixty-eight cases, sixty-four 
were decidedly benefited in spite of the fact 
that many of them were treated before the 
time had arrived when we knew how to select 
these ca^es. Sixty-four cases were satisfied 
not to undergo any other kind of treatment, 
and were satisfied as to the money and time 
spent. From the point of view of the arrest 
of the growth I believe, from my present in- 
formation of these sixty-four cases, that the 
growth has been permanently arrested in all. 
They are, therefore, successes in that point 
of view. They were also successes from the 
point of view of the removal of pain and 
pressure symptoms. They were nearly all 
successes from the point of view of reduction 
in size, many of them being very largely re- 
duced, although let me warn you that great 
reductions in size can only be gotten by 
-patient work. They cannot be gotten by the 
surgeon who lays down the knife for a 
month's trial of something new. They are 
not likely to be gotten by a surgeon who is 
simply nursing a patient along in view of an 
operation. They can be gotten only by men 



who wish to get the most out of the method : 
who spend time to secure skill, and give the 
proper time to each case. 

In these sixty-four cases the tumor totally 
disappeared in seven. In one the tumor was 
as large as my head. That case has been 
recently reported in another society. In 
view of the offer made there to show this 
patient, it seems foUy for any sensible man 
to say that the electrical treatment of fibroid 
tumors is unwise and is useless. I am pre- 
pared to exhibit that patient to any one who 
wishes to see her, and also to furnish the 
measurements taken by her physician when 
she was first placed under my treatment 

Dr. B. F. Baer: 

I had not intended to say anything except 
to congratulate the Society upon having had 
the opportunity and privilege of listening to 
this excellent paper. A paper which I be- 
lieve to be truthful from beginning to end ; 
not simply truthful in its statements, but 
laboring to establish a truth. But the re- 
marks of the last speaker lead me to say 
more. We do want the truth in reg ard to elec- 
tricity in the treatment of fibroid tumors and 
its effect on subsequent surgical treatment 
The most difficult hysterectomies and myo- 
mectomies that I have operated on have been 
cases which had been previously treated by 
electricity. I do not mean to say that the 
electrical treatment was the cause of the 
trouble, for I cannot prove it, but the coin- 
cidences have been remarkable. Not only 
did electricity fail to cure these cases, but for 
some reason during the course of the treat- 
ment these patients had one or more attacks 
of peritonitis. The growths were universally 
adherent. One sloughed, one contained 
a large quantity of pus, and others had evi- 
dences of old suppuration around the tumor. 
In not a single case treated by electricity 
have I seen more than temporary benefit I 
will not say that electricity do^ not benefit 
these cases symptomatically. But I am sure 
that other remedies less severe and less apt to 
be followed by evil results would have benefit- 
ed the patient as much; remedies which we 
learned long ago would benefit these cases, 
such as the application of some stimulant, as 
of iodine, or the curette. We used these 
agents long before electricity was employed 
or hysterectomies done. We benefited the 
cases symptomatically. We modified the 
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hsemorrhage and in some cases thought that 
we had cured. We did the same with ergot, 
chloride of ammonium, rest— anything almost 
will modify the symptoms if the patient is 
kept under treatment. Sending the patient 
from home, from the martial relation, is of 
great benefit. But the symptoms usually re- 
turn when the treatment is discontinued. I 
think the claims that Dr. Massey makes in 
regard to the symptomatic relief in the sixty- 
eight cases he refers to, is overdrawn. We 
want more cures, more than one in six^y- 
eight cases. 

Dr. Massey: 
There were seven cures. 

Dr. Baer: 

Well, we must have far more than that 
from a remedy which is attended with danger, 
as much danger as with surgical treatment, 
and we want the proof in regard to these 
seven cases. We find the surgical proof of 
cure here on the table,^and we should have 
some proof of cure by the electrical treat- 
ment. 

1 have been conservative regarding hyster- 
ectomy. Up to several years ago I did not 
think the operation justifiable because the 
results were not good. In 1887 I visited Dr. 
Keith and found that the man who had done 
most to place hysterectomy on a safe opera- 
tive basis was using electricity, and was 
enthusiastic in its praise. I then purchased 
an Apostoli apparatus, and I still have that 
battery in my office. I used electricity in a 
number of cases of fibroid tumor, and re- 
lieved some of them symptomatically for 
a time, but I think it was the means of caus- 
ing death in one of the cases. The rem- 
edy, I believe, I used it as I saw it used by 
Keith, and by others in London. After my 
last year's experience, especially, I will my- 
self employ surgery instead of electricity. 

What Dr. Massey has said in reference to 
oophorectomy is true. This operation does 
not give the good results that we once thought 
it did or hoped it would. In my own experi- 
ence oophorectomy for fibroid ttmiors has not 
been a successful operation. The symptoms 
are sometimes ameliorated, but the tumors 
are slow in disappearing and the patients are 
often not much improved. I cannot see why 
we should do oophorectomy when hyster- 
ectomy is so safe. 



Dr. Joseph Hoffmann : 

It seems almost impossible to go over this 
subject without a great deal of reiteration. 
It will always be a question in the treatment 
of fibroid ttmiors by electricity as to what the 
electricians consider a fibroid tumor. I sup- 
pose that Skene Keith is quite as good an 
authority on electricity and its application to 
fibroid tumors as some other gentlemen who 
claim as much as he does. I wish to say 
emphatically that in the last book he has 
given us there are ndt five consecutive cases 
printed that a surgeon would be willing to 
regard as fibroid tumors — tumors which 
Keith professes to benefit or radically remove 
so far as symptoms are concerned. I doubt 
whether there are five consecutive cases that 
will be accepted as real cures that will come 
under the head of fibroid tumors as Dr. Price 
exhibits them. As long as there is this 
quibble as to what is fibroid tumor, I hold 
that Dr. Baer's position as to the question of 
proof is a tenable one. What we want to 
know is whether or not the tumor was actu- 
ally a fibroid timior. At one of our last 
meetings Dr. Massey reported a case of 
tumor diminished by electricity — a one-sided 
tumor the nature of which was puzzling. 
But to every one in the Society but the elec- 
trician it was clearly a faecal mass in a dis 
tended colon. If in a case like this there is 
doubt in the electrician*s mind as to what he 
is treating, is there not good reason for doubt 
in the mind of the surgeon that some of these 
cases regarded as fibroid tumors are some- 
thing else ? 

Then again about time. Time in many 
cases is an important element. It is an im- 
portant element not only to the electrician 
but to the woman and to the surgeon, and I 
hold that if a radical cure can be demonstrated 
as possible in the great majority of these 
cases, operation is from the point of time tlie 
preferable procedure, since the mortality 
comes down to almost niL 

Another point, the desire to do hystereo* 
tomy and the frequency with which it is done. 
If you place side by side the two books, the 
one by the elder Keith and the other by the 
younger Keith, no one in his right senses can 
challenge the relative importance of these two 
books. The one is an earnest, successful, 
scientific work, the other is tentative, trying 
experiments. The one gives results, the 
other asserts that it gets results, but there is 
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nothing in the way of proof. You may say 
that the author of this book has abandoned 
his position. Then you simply say that the 
position has been abandoned, leaving results 
which were experiments. Remember that the 
surgeon does not do hysterectomy in every 
case. The argument seems to be that every 
case which presents itself to the electrician 
has just escaped the surgeon by the skin of 
its teeth. Such is not the fact. I have 
walked by the side of Dr. Price when he did 
not do hysterectomy. It was a scientific 
point to be settled, and the result has been 
one of weighing the chances, considering the 
nature of the tumors and the condition of the 
patient, the weighing of the power of elec- 
tricity to do mischief or to afford benefit. 

For myself, I can agree with Dr. Baer. I 
have seen abscess containing quarts started 
up by electricity. I have a too vivid recollec- 
tion of one case in which this undoubtedly 
was the fact. A large fibroid tumor without 
any symptoms whatever treated by electricity, 
followed by the formation of pus and death. 

The smaller tumors are the most easily re- 
moved. The larger tumors are the dangerous 
ones, and while there has been a great deal 
said about the choosing of the tumor to 
whichyelectricity is to be applied, I say that 
there is no electrician living who can tell 
when he has a tumor to which he can apply, 
without harm and danger to the patient, this 
agent which is believed to be harmless. 

Dr. George I. McKelway : 

Before saying anything in regard to the 
subject under discussion, I wish to do Dr. 
Massey the justice of correcting a mistake 
that Dr. Hoffmann has made. In the case 
with the faecal mass Dr. Massey did not 
diagnose it a fibroid tumor, but as a sarcoma 
of the ovary. I think that Dr. Massey should 
have any advantage that may accrue from 
this cc«rrection. 

I hAve been a member of this Society for 
some years now, but I have been a quiet one. 
I thiik that this is the first time I have 
opened my mouth in it. I have listened 
quietly and patiently : have thought much of 
many things. Sometimes I have been in- 
structed, sometimes I have been amused, 
sometimes I have been provoked, and some- 
times I have been surprised. It is largely in 
the line of the discussion of electrical matters 
that I have been surprised. 



I remember, sir, a good many years ago, 
hearing of a man named Symmes who had 
quite a fortune and a great deal of zeal, and 
who spent his fortune and expended his zeal 
in promulgating the theory that somewhere 
there was a great hole which led down into 
the earth, and that the inside of the earth was 
inhabited by a very superior class of people. 
He expended his fortune in pushing that idea 
and in seeking in some way to open com- 
munication with these superior people. I do 
not think that any geographical society took 
up Mr. Symmes* theory and gravely discussed 
it, and discussed it again and again, and then 
discussed it some more. 

In the city of Richmond there is an indi- 
vidual whose fame is America-wide at least, 
because with a zeal equal to the zeal of 
Symmes, he asserts that " the sun do move." 
Sunday after Sunday his church is crowded 
with people to hear him enunciate his theo- 
ries. I do not find, however, that astronomi- 
cal societies have gravely taken up Brother 
Jasper^s theories and discussed them, and 
discussed them and discussed them ; but with 
this matter of electricity the same old ground 
is gone over and over again, one side making 
assertions and offering no proofs and the 
other side jumping all over them. And so, 
meeting after meeting, the hours go by. 

There are some words that are words to 
conjure with. We have a striking example of 
that just now, not only in this country but ail 
over the world, in the word gold. If Keeley 
had talked about the bichloride of lead, he 
never would have had any one come to be 
cured. If he had talked about bichloride of 
tin, he never would have been heard of. He 
talks about bichloride of gold, and people 
flock by multitudes. 

It is much so with this word electricity. It 
is a great thing. People think of Edison and 
electric light and the cable under the sea. 
Electricity is a word to conjure with, and it 
has been conjured with in medicine a very 
great deal. 

Something has been said about the ameli- 
oration of symptoms. I have seen symptoms 
ameliorated in a most surprising way by a 
hypodermic injection of ten minims of water. 

Some of us do not have to go back many 
years to remember the great cure for cancer, 
condurango. It ameliorated symptoms. It 
cured the mother-in-law of Vice-President 
Colfax of a most dreadful cancer, of which 
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she very soon afterward died. As many of 
you know I was at one time a druggist, and 
I remember perfectly well paying $150 for 
one pound of condurango, and a year or two 
afterward I bought 100 pounds for f2. It 
does not cure cancer any more. 

Not quite so long ago we remember Chian 
turpentine. It ameliorated symptoms and 
cured cancer. We do not hear of that now. 
Chian turpentine is, to-day, in every sense of 
the word, a drug in the market 

About the same time there was Brown- 
Sequard*s elixir. The symptoms of old age 
were ameliorated by it and men were made 
new. Brown-Sequard was himself believed 
to be a striking example of what Brown- 
Sequard's elixir would do, or of what faith in 
it would do. It is gone and almost forgotten. 

I do not want to discuss a thing the dis- 
cussion of which I have deprecated, but it 
has always seemed to me a little peculiar that 
this Society, or any society supposed to be a 
scientific society, should give its time, meeting 
after meeting, to the discussion of the alleged 
uses of electricity in gynaecology. 
Dr. Joseph Price:: 

I am glad that Dr. McKelway has ex- 
pressed himself so clearly and plainly on this 
point, and I thank the gentleman for cover- 
ing much ground that it would have been 
necessary for me to cover. I practiced medi- 
cine for nine or ten years and had done over 
one hundred abdominal sections before elec- 
tion to this Society. I spent much time in 
reading and study and sought every avenue 
of research, and there is nothing on which I 
congratulate myself more than upon the fact 
that I prepared myself for my work, and that 
I now stand precisely, as to the methods of 
procedure I advocated and practiced, as I 
did when I entered the Society. 

Dr. McKelway has covered some beautiful 
points in condemation of just what I have 
been condemning. But I would say in jus- 
tice to myself that I have not discussed this 
subject in the Society for three years. I said 
four years ago that this was not the place to 
disctiss electricity, that it was a waste of val- 
uable time. We are here to discuss gynae- 
cology and obstetrics and should devote our 
time to them. I feel that I owe the Society 
an apology for squandering its valuable time, 
but I have dealt with a huge number of hard 
tumors during the past summer and I have 
felt that the surgery was greatly complicated 



by the use or the abuse of electricity, and I feel 
that this is a good opportunity to discuss the 
subject with this group of specimens to illus- 
trate the evils I allude to. I trust to say the last 
word. I wanted to have a fuU and complete 
discussion of the subject, that we might have 
a more accurate knowledge of the mischief 
done by electricity. 

Two years ago I had to take a very firm 
stand to prevent legal proceedings in a case 
where eleven punctures had been made by a 
member of this Society — not Dr. Massey. I 
spent some hours in trying to convince the 
family that it was absurd to attempt to pro- 
ceed legally against this man. I used not 
only my own influence but also that of six 
prominent physicians to save him, and yet 
he and not a single member of his family lose 
an opportunity to knife me and venomously 
speak of me when and wherever opportimity 
occurs. Such is their gratitude. 

In regard to sloughing fibroids, the electri- 
cians can assert that under any treatment 
fibroids may slough and become gangrenous. 
This is true, but the larger number behave 
badly, slough, become adherent and undergo 
retrograde changes after the application of 
electricity. 

I have before you a few tumors bearing on 
the discussion. The patient from whom this 
tumor was removed left America and went to 
Scotland and received electric treatment at the 
hands of an Edinburgh surgeon in the Royal 
Infirmary. She remained fourteen months. 
The tumor continued to grow, but there was 
probably some diminution in the duration of 
the flow. The tumor became almost univer- 
sally adherent and grew rapidly. She ema- 
ciated and became decidedly anaemic and 
came to this country to have the tumor re- 
moved. It was removed, and her recovery 
was tedious although perfect. The tedious 
recovery was due to the ansemia and the 
delay. 

My position is that of Dr. Baer— of all of 
us, in fact. Years ago we were. timid. We 
were cowardly. Now Dr. Baer removes a 
■fibroid tumor because he feels that it is his 
duty to do so and because he knows how. 
He feels that it is his duty to remove it early, 
while the patient is in good health, and all 
the conditions are favorable to a rapid re- 
covery. I reproach myself weekly for allow- 
ing patients to go home. But the arguments 
against operation come from all sides, from 
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the physician, from the family and the patient 
herself. I therefore counsel rest, soluble 
bowels and they get along nicely for a short 
time. I have treated hundreds of cases at 
the Philadelphia Dispensary, and if I had it 
to go through again I should operate on them 
all. The patients came complaining of irreg- 
ular profuse bleeding, pressure symptoms, 
loaded bowels and all sorts of constitutional 
disturbance. They received a saline, the 
bowels were emptied and they would return 
in a few days saying that they had not been 
so well for months. Under proper hygienic 
conditions these patients get along better 
than those under electric treatment and with- 
out the occurrence of some of the retrograde 
changes that do take place in the tumor. 
Here is a tumor with gelatinous sacs scat- 
tered all through it. 

An allusion has been made to surgery. 
Much of the fibroid surgery is bad. It begins in 
doubt and ends in disaster. Some of pur oper- 
ators are not prepared to do hysterectomy. 
We have had much discussion about pedicles. 
Why should one who makes a pedicle discuss 
the subject with one who does not know how 
to make one. I cannot do a hysterectomy 
without making a pedicle. The man who 
delivers a big fibroid with a pedicle as large 
as his coat sleeve, and places a clamp around 
it and screws it up and says that he has dif- 
ficulty in closing the incision and has to make 
a pedicle out of the tumor, is one that knows 
nothing about hysterectomy. Unless he can 
go to the internal os and make a small pedi- 
cle fitting the lower angle of the incision, he 
knows nothing about hysterectomy. The 
man who has never done a complete extirpa- 
tion has no right to discuss the subject with 
one who has done it a number of times. The 
man who never- dropped the pedicle cannot 
discuss the subject with Martin who about 
always drops them. The man who has not 
made a complete extirpation cannot discuss 
the subject with operators who have done the 
operation a number of times. 

Coming back to the pathology, which is 
the most important point in the natural his- 
tory of fibroid tumors -the pathology has 
changed greatly in the last thirty years. The 
pathology of all gynaecology has changed. 
Mr. Tait says that " in Africa these tumors 
are unknown. In America they are exceed- 
ingly common among the colored people. 
He, while serving in Sir James Y. Simpson's 
clinic thirty years ago, says, they were scarcely 



seen in Edinburgh." Now they are numer- 
ous and behave badly. The same is true in 
my own experience. I am not prepared to say- 
why this is so. It was in Edinburgh that the 
good surgery in hard tumors had its begin- 
ning. 

We find good general practitioners ex- 
pressing themselves in State and County So- 
cieties on this subject. A man will get up 
and state that he had two ladies with fibroid 
tumors whom he watched for years, and that 
they got along nicely on muriate of ammoma, 
ergot or some preparation of iodine. He 
condemns hysterectomy, and goes further 
and condemns electricity. Now, if you ask 
that gentleman what has become of the cases 
he will probably tell you he has not seen them 
for the last two years. The probability is 
that at this time some gentleman has these 
tumors in a bottle. Two gentlemen in Mary- 
land treated a patient for eleven years and 
she did fairly well. She went to a neighbor- 
ing city and the fibroid sloughed and gaUons 
of fluid were discharged. The fibroid was 
intrauterine, weighing fifteen or twenty 
pounds, and its capsule was not thicker than 
the cloth of my coat. These men had re- 
ported the case in a number of Society meet- 
ings as cured. I have known men in tbiB< 
room talk about patients benefited or cured 
when I had the specimen on the table. The 
same thing is true of appendicitis. In one 
case a man had had twenty-four attacks and 
the case was reported by a number of physi- 
cians as cured. He has the twenty-fifth 

attack, and Dr. — '— operates for Dr. . 

The man who talks about appendicitis must 
put his finger on the case. I have seen men 
treated in twelve attacks and die in the thir- 
teenth. I liave seen cases treated by four 
physicians and reported as four recoveries 
and I have operat^ in the fifth attack. 

The neglected cases are numerous. I 
have now in bed a patient to be operated on 
Saturday, with a big tumor. She is weak 
and greatly emaciated. Any operator or elec- 
trician in this room is welcome to her. This 
patient has carried her tumor for twelve or 
fourteen years, and now sees that she is going 
to die. At the eleventh hour she elects re- 
moval when she is exhausted, feet puffy and 
kidneys acting badly. I shall fully report 
the case and discuss the interesting features 
in it. She has probably been reported a 
number of times as relieved or cured. 

Here is a tumor that had grown for eight 
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years and formed a firm attachment to the 
liver, and there was a penetration of the liver 
requiring transfixion and ligature. Pressure 
on the right kidney and ureter was well de- 
fined ; there was a huge hydro-nephrosis with 
a cyst of the kidney holding more than three 
gallons of fiuid. You will find a number of 
such cases reported. Bland Sutton calls at- 
tention to it. I have thrice seen dilatation 
of the ureter and twice hydro-nephrosis due to 
pressure. The patient on whom I shall oper- 
ate on -Saturday has suffered from pressure 
about the head of the caecum, a common 
point of pressure and of mischief. Malig- 

, nant tumors are apt to develop about the head 
of the csecum in fibroids, oftener than at other 
points. 

With reference to the work of Apostoli. A 
physician in California wrote to me to fix a 
fee for coming to California and removing a 
fibroid. I fixed it a little too high and a local 
surgeon removed it. The woman had spent 
two winters in Paris in Apostoli's hands. 
The tumor continued to grow and the press- 
ure symptoms and pain were marked, and 
she decided to have it removed. The tunior 
was removed and she got well nicely. 

A short time afterward I was asked to see 
a lady who had spent two winters in Paris, 
and I am convinced that if I had advised 
operation she would have consented, but 
everything was fixed and solid, and the men- 
tal picture that I formed of the section and 
the surgery to be done did not make me en- 
thusiastic to urge an operation. 1 listened to 
her story very charitably. I was not seeking 
data to condemn electricity. She told me that 
she had not been benefited in the least 
While there may have been a fibroid nodule 
in the uterus, I was convinced that it was a 
case of tubal and ovarian disease. You may 
recall the fact that Tait has reported the case 
of a lady who spent some time in Paris and 
received thirty-one applications of electricity 
under an anaesthetic at the hands of Apostoli. 
She came with a growing tumor without any 
diminution in size and without any relief of 
symptoms. 

The recovery after hysterectomy is usually 
satisfactory with the exception of hernia. If 
surgeons would keep their patients in bed 
longer and exercise more care in closing the 
wound they would not have hernia, but as 
long as they rush them home in three or four 

weeks we shall have large numbers. It is 



foolish to hurry patients home in a feeble, 
exhausted condition, with attenuated abdomi- 
nal walls, and before organization and con- 
solidation of wound. 

Electricians are stimulated to condemn 
much of the abdominal work by the great 
number of abandoned and incomplete oper- 
ations. We have all over the world many 
operators who behave very much like some 
horses on the track. Twelve or sixteen horses 
enter a race and only three come in. Many 
make only the first quarter of a mile. We 
have, in this city, men who will open the abdo- 
men, look at the tumor and the complications, 
shake their heads and say, " Somebody else 
can do it." I have seen three such cases this 
week. In these cases we have two opera- 
tions to do. It would require two good sur- 
geons a year to complete the abandoned 
operations in America alone. 

I have had ninety-two hysterectomies and 
have lost six. Three were malignant and 
hopeless. Two occiured iu my first eight. 
One case I lost by bad surgery. Two had 
pyaemia and were practically hopeless -the 
pyaemia antedating the operation. I scarcely 
think that electricity or smything else would 
have benefited these patients in the least, cer- 
tainly not have saved life. 

Dr. Massey claims .benefit in nearly one hun- 
dred per cent, of the cases in which he used the 
electric treatment, and then he tells us that a 
number of the sixty-five cases were not stutable 
for electricity, they had passed that period. It 
will be interesting to know what becomes of 
these sixty-five cases. One of them with a 
huge tumor, whom he has treated was in my 
office, and had it not been that two prominent 
electricians. Dr. Massey, and Dr. Drysdale, 
had discouraged this woman as to the pros- 
pect from surgery, she would have had the 
tumor removed. It is a common practice 
with some physicians to tell patients not to 
let any one touch them with a knife, saying 
that even if the abdomen is opened, the tumor 
cannot be removed. I have never, in my 
office, to patients, condemned electricity or any 
other treatment, except that I have advised 
patients to leave. matters alone. Some of the 
language used to discourage surgical inter- 
ference is not alone bad ethics, but it is ex- 
ceedingly unfortunate for the sufferer. 
Dr. G. Betton Massey : 

Since Dr. Price has alluded to that case, it 
gives me pleasure to tell a little more about 
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it. The case was treated a year by Dr. 
Drysdale and three months by myself. The 
tumor is exceedingly soft and mushy, except 
at times after the use of the faradic and 
galvanic current applied exterior to the body, 
when it contracts. In that case internal 
treatment was not given by myself, as it was 
thought to be unsuitable. Even vaginal 
treatment was not given, but the patient was 
told that the e£Eect of external strong currents 
should be tried to see if permanent contrac- 
tion could be induced. She is a young lady 
in perfect health in other respects. This 
method was kept up almost daily for three 
months, with the result that the tumor went 
down half an inch or an inch after each appli- 
cation, though the decrease in size did not 
remain. At the end of three months the 
tumor had gained an inch and possibly more. 
She was then sent home for a couple of 
weeks, and on her return it was as large as 
ever. About this time she was seen by Dr. 
Price. I told her that her case was such as 
not to be amenable to the Apostoli treatment, 
and that I had no further advice to give her. 
I did not condemn or allude to an operation 
in a derogatory way, for it was in some 
respects a case where I might justly have 
advised operation. I did not advise opera- 
tion partly because of the absence of present 
suffering and danger and also for the reason 
that every case in which I have advised oper- 
ation, three or four, have died under the 
knife. I have made a resolution to try and 
avoid such advice in the future. 

Dr. Price : 

Had any of these cases been treated by 
electricity ? 

Dr. Massey: 

Three of them had been. In each case, 
with one exception, the surgeon who did the 
operation stated clearly and distinctly that 
there was no association between the death 
and the previous electrical treatment. There 
was a dispute in one case, but it was clear to 
my mind that the death was not attributable 
to the electrical treatment. 

I »r. McKelway complained of the discus- 
sion of this subject in this Society. This 
Society is compelled to discuss this subject 
by the demands of the sufferers whose cases 
we consider here. If he does not wish to 
hear these discussions, and this Society does 
not wish to take part in them, they will have 



to move to Africa, where Dr, Price tells us 
they do not have these affections. The call 
for this discussion is louder than the call for 
the discussion of the merits of condurango. 
It is here, and probably here to stay. 

Now, in regard to the bad effects of elec- 
tricity. It may be that the reason that the 
surgeons find that the cases treated by el^- 
tricity are the worst, is that they do not get 
the cases that they would like to operate on, 
cases of simple fibroid tumor. These tumors 
are treated by electricity and cured, while the 
incurable ones go to the surgeon. These bad 
cases have probably been treated by elec- 
tricity, and at times properly so, but that they 
have ever been made worse by electricity is 
at variance with my experience. 

Dr. Marie B. Werner: 
analysis of some statistics on 
supravaginal hysterectomy. 
A glance at the history of this 
operation will show the many steps 
that were necessary to place it upon 
the standard of to-day. Koeberle, in 
1863, used the iron wire and treated 
the stump extraperitoneally. Kim- 
ball and Koeberle were the first to 
operate on adistinct basis and diagno- 
sis. Kleeberg replaced the iron wire 
by the elastic ligature, at first leaving 
the ends long, later by cutting them 
short and dropping, in his publications 
of 1879, he reports having used the 
elastic ligature, his minute descrip- 
tions are not very clear, but it seems 
since the abdominal wound was closed 
each time, that he must have dropped 
the pedicle. At the close of 1879 Pc2.n 
reported forty-six hysterectomies with 
thirty recoveries = 34 per cent, mor- 
tality. Then came the improvements 
of Kaltenbach and Hegar. Schroeder 
inaugurated the intraperitoneal meth- 
od based somewhat upon the old theo- 
ries of Atlee and Heath. Schroeder 
first punctured the stump with a strong 
needle and tied in two portions, which 
he improved one year later by the 
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ligation of large bloodvessels, and it 
became further necessary to sew the 
stump in sections, ligature of the 
stump en masse was deemed danger- 
ous favoring a possible necrosis, and 
suppuration of tissue. On the other 
hand Olshausen found that in small 
tumors ligating with elastic ligature 
and dropping the stump met with 
some success, although the ligature 
repeatedly found its way out again 
after the space of a year or more, a 
very unsatisfactory termination. 
Zweifel who has had excellent results 
with the intraperitoneal method, saw 
the mistake of others, and found he 
could control haemorrhage more cer- 
tainly by making a small stump close 
to the cervix, and tying in four por- 
tions, in that manner he avoided the 
dangerous uterine tissue. 

The objections to statistics have 
been variously discussed, one that 
there is a temptation on the part of 
the operator to select cases, or even 
forget some which have ended fatally. 
Now, while both these statements, if 
true, would materially influence and 
hamper those who are seeking the 
truth regarding best methods and re- 
sults ; honest thinking surgeons are 
slow to allow such statements to in- 
fluence them, for their reports are not 
doctored or their cases selected, and 
they continue placidly on, knowing 
that the sunlight of truth will dispel 
all shadows in time, and it is to the 
results of such that the earnest stu- 
dent directs his attention. 

The three methods of treating the 
stump are meeting with varied results 
in the hands of different operators, 
and it becomes therefore an important 
matter to study method and operator 
together. The intraperitoneal seems 
theoretically the ideal, the general re- 



sults unfortunately fail to show the 
low rate of mortality necessary to 
place it foremost, indeed the lessons 
learned from those who have used and 
abandoned it for the other methods 
seem of so grave a character that 
an impartial student would undoubt- 
edly dread to adopt it for his first 
case. 

Bantock, after careful study and use 
of the intraperitoneal treatment, was 
led to abandon it owing to its grave 
mortality. Schroeder and Martin both 
had a high mortality by the same 
method, mainly due to haemorrhage or 
sepsis, indeed we find in the Annals 
OF GYNiECOLOGY for 1891, that Mar- 
tin abandoned it for total extirpation, 
his reasons being that there is not 
sufficient security against secondary 
haemorrhage, or the discharge of su- 
ture threads from the stump, and there 
is danger of septic infection from the 
cervical canal. Dr. G. G. Bantock, in 
his article on Hysterectomy {Transac- 
tions American Gynacological Society^ 
Vol. 12, p, 202), has by his recorded 
experience of his first extraperitoneal, 
done when the literature on the sub- 
ject of Hysterectomy was scarcelj 
begun, taught us an important and 
valuable lesson regarding the intra 
and extraperitoneal methods. " The 
stump was seared with the actual cau- 
tery, application of the ligature and 
its fixation in the lower angle of the 
abdominal incision, death on the 
fourth day. Post-mortem investiga- 
tion showed that the cause of failure 
lay in the peculiarity of the uterine 
tissues. That peculiarity consists in 
their shrinking under pressure^ so that 
in a few hours a ligature which has 
been tied with all the strain it will 
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bear, ultimately becomes quite loose. 
In consequence of this shrinking of 
the tissues and loosening of the cen- 
tral and circular ligatures slight oozing 
took place from the divided uterine 
tissues, some of which burst through 
between the flaps into the peritoneal 
cavity, and some escaped into the 
vagina through the cervical canal and 
appeared there on the third day." 
Some years have elapsed since, and 
there has been ever present a desire 
to improve each method. The facts 
remain and must always be borne in 
mind, namely — the want of reliability 
of a ligature, or even an encircling 
medium which the operator cannot 
fully control, and the " peculiar nature 
of uterine tissue." A uterus which 
has undergone fibrous changes has 
become more dense, the fibrous ele- 
ments presenting a resistance which 
often defies the permanent compres- 
sion of any ligature. The fibrous be- 
ing less vascular and contractile than 
the uterine tissues the retraction of 
the latter between fibrous nodules can 
easily be understood, thereby demon- 
strating the dangers of haemorrhage, 
this no doubt plays an important r61e 
in the success or failure of the intra- 
peritoneal method according to the 
character of tissues and manner of 
forming the stump — if made close to 
the cervix we have a nearer approach 
to the often misnamed total extirpa- 
tion, and throw out the dangerous 
combination of uterine and fibrous 
tissues. 

We will now direct our attention to 
the most popular method among Eng- 
lish and American operators, namely 
the extraperitoneal, and this will de- 
mand close study since its mortality 
rate is the lowest, thus the most prom- 
ising. There are various ways of se- 



curing the stump ;—Koeberle's noeud 
— rubber ligature -sewing the edges 
to the abdominal wall, etc. ; but the 
points of paramount interest to the 
successful operator are all the details, 
from the first incision to taking the 
last suture, and subsequent dressing. 
The operator must be prepared for 
every emergency before beginning to 
operate, and complete the operation 
when once begun. It is a well known 
f^ct that adhesions often exist between 
tumor, intestines, omentum or blad- 
der, which materially complicate the 
removal of the tumor. If, however, 
the operator bears in mind that the 
operation was undertaken for the re- 
lief of the patient such complications 
will not intimidate, only call for a 
gfreater than ordinary amount of care 
and skill. A patient under such cir- 
cumstances resigned to her fate after 
an exploratory incision is often sub- 
jected to greater suffering, for she then 
often has abdominal adhesions to add 
to her discomfort. Another important 
point is the complete removal of the 
tumor. There are several cases on 
record in which a portion of the 
tumor was allowed to be expelled 
through the abdominal opening. The 
danger of sepsis seem very appa- 
rent. Not long ago the necessity of 
placing a ligature in healthy tissue in 
all pelvic operations was discussed at 
length, and approved of, and this rule 
certainly applies to the uterine stump 
as well as to diseased appendages. If 
we have not pus in the former, we 
have an abnormal growth which inter- 
feres with equal compression, and in 
that manner defeats the result aimed 
for. The importance manifests itself 
then that the operator must be pre- 
pared for every emergency before be- 
ginning to operate, and complete the 
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■operation when once begun ; work 
aseptically^ surely and rapidly (the lat- 
ter only if consistent with good judg- 
ment), leaving if possible no ragged 
surfaces for subsequent sloughing. A 
small extraperitoneal stump always 
gives the best results, and to ob- 
tain this should be the aim of the 
surgeon. 

Dr. Homans in his report of 384 
laparotomies makes the following 
statement on page 8. "I use the 
wire ecraseur, either Koeberle's or a 
longer one for I find that for compres- 
sion of the pedicle Koeberle's screw 
is not long enough, and one must 
have several Koeberle's serre-noeuds, 
or else an instrument with a longer 
screw." I quote this because it illus- 
trates so well the point I wish to make. 
When the growth has originated low 
down in the uterus and developed lat- 
erally filling up the pelvis, it seems a 
difficult task at first sight to make a 
stump. If, however, anatomical rela- 
tions are studied and kept in mind, 
the tumor raised as much as possible 
out of its bed, adhesions released and 
properly cared for, the peritoneal cov- 
ering of the tumor incised three or 
four inches above the point where the 
noeud is placed, then stripped down ; 
the enucleation of the tumor or 
tumors becomes a comparatively easy 
matter, and the noeud is placed around 
uterine, not fibrous tissues, enclosing 
the margins of the peritoneal cover- 
ing thus preventing undue dragging. 
. Not only is the stump much reduced 
in this manner but the dangers of 
haemorrhage and sepsis are minimized; 
there are still two other complications 
which are more easily avoided by this : 
injuries to bladder or ureters. 

•All cases in which the stump has 
been fastened outside the abdominal 



cavity are classed under the head of 
extraperitoneal, but in carefully look- 
ing over reports of cases it will be 
found that, as a rule, the noeud imthe 
hands of the scientific pelvic surgeon 
promises the most, hence if statistics 
are to be of use the methods of oper- 
ating become as important as the 
figures, in referring to Bigelow's 
statistics {American Journal of Ob- 
stetrics^ 1883, p. 1274) we find a mor- 
tality of 36.54 per cent, during the 
years 1879-1883 by the extraperito- 
neal method. During the years 1881 
to 1883 the percentage was reduced 
to 26. 1 per cent, with the same method. 
This excluded all cases in which only 
portions of the uterus were excised, 
and included all those in which the 
uterus, tumor and appendages were 
removed. Sir Spencer Wells, in his 
book published in 1 881, reports twenty 
deaths in thirty-nine completed opera- 
tions, or a mortality of 51.2 per cent. 

In the light of our present knowl- 
edge such results can be better under- 
stood when we consider that in these 
thirty-nine cases there^were no less 
than ten different methods used for 
treating the stump; thirty-one ex- 
ploratory incisions for fibroids, six of 
which ended fatally, gives a mortality 
of nineteen per cent. The studious 
surgeon could wish for no better 
record to show the grave mistakes of 
undecided methods or incomplete op- 
erations. I say this with all due 
respect to the work of early pioneers, 
who had to break the road so that we 
could profit by their recorded experi- 
ences. 

Keith's record of thirty eight cases 
with the mortality of only 5.2 per 
cent., acted as an incentive to- inter- 
ested operators; his cases sp fully de- 
scribed by him have served to aid in 
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following or avoiding many of his ex- 
periences. 

The statistics of mortality by the 
intraperitoneal method : Schroeder, 
twenty-nine per cent. ; Martin, thirty- 
four per cent. ; Kaltenbach, thirty- 
seven per cent., led to earnest investi- 
gations to reduce the mortality. Mar- 
tin adopted total extirpation and re- 
duced it to twenty-seven per cent.; his 
assistant, Mackenrodt, has one of 
twenty per cent.; while Leopold and 
Kaltenbach have found it safer to 
trust to the extraperitoneal method, 
and it seems that the experiences of 
most operators justify this. Chrobak, 
in spite of his nine per cent., desires 
to achieve still better results by total 
extirpation, hoping thereby to over- 
come some of the objectionable feat- 
ures of the extraperitoneal method, 
which he enumerates as follows : 
length of time for separation of stump; 
the possibility of a utero-abdominal 
fistula; and the nature of the cicatrix, 
width often producing a hernia, this 
latter complication apt to be present 
if the stump has not been properly 
prepared and occupies too large a space 
in the aodominal wound. His results 
have certainly been most promising in 
both tocal extirpation — four, with no 
deaths— and his later modification of 
retroperitoneal treatment of the stump 
— thirteen without a death. He was 
led to abandon the total extirpation 
for the latter method because of the 
time consumed (from one and a half 
to two and a half hours) ; the latter 
method consumes about one-third the 
time of the former. E. Albert, of 
Vienna, reports fifty cases with three 
deaths — six per cent. — the stump 
treated in much the same manner as 
Chrobak recommends. In total ex- 
tirpation there are some points which 



time alone will settle for us. These- 
are: the ultimate behavior of the 
bladder and vaginal roof, since both 
have been often much stretched and 
displaced by the growths repioved. 

By carefully studying the appended 
tables one will see that all methods 
meet with good results in speciaf 
hands; for instance, Brennecke (4.5 
per cent.) and Zweifel (twelve per 
cent.) represent the lowest mortality 
of the German operators in the intra- 
peritoneal method, due undoubtedly to 
their skill and the careful ligation of 
the uterine arteries, as well as avoiding 
the degenerated uterine tissue by 
making the stump in or close to the 
cervix. These facts were probably 
not sufficiently studied by Schroeder 
or Martin. Turning our attention to 
the results of the extraperitoneal 
method it must be admitted that 
some of the dangers fully recognized 
in the former method are ruled out in 
this latter; namely, haemorrhage and 
sepsis. This is shown by the uni- 
form comparative low mortality of all 
operators using this method, while in 
the hands of the skilful and experi- 
enced it has reached as low as six per 
cent, in ninety-two unselected cases^ 
Price; nine per cent, in fifty-five 
cases, Chrobak; 4.5 per cent, in 
twenty-two cases, Kaltenbach. These 
records prove that as a life-saving 
method we have in the extraperitoneal 
the best results. Surgeons are anxi- 
ously looking toward greater improve- 
ments in the treatment of the stump, 
but feel chary in giving up the method 
which has reduced the rate of mor- 
tality, thereby making it possible to 
cure many who had previously been 
doomed to end their lives in misery. 

Only a few more remarks regard- 
ing the necessity of this operation. 
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The experience of our operators has 
taught that earfy operations give the 
best result, Ae/ore the patient has be- 
come a chronic invalid from haemorr- 
hages, localized peritonitis, pain or 
pressure symptoms. Another impor- 
tant point which Keith makes is, 
** that long continued irritation of the 
peritonaeum by very large tumors is 
apt to be foUowedby degeneration of 
the surfaces of a sarcomatous or can- 
cerous character." The same author 
speaks of several deaths from embol- 
ism, the result of inflamed uterine 
veins. In nine hysterectomies he was 
unable to remove the ovaries. In 
another place he alludes to the size of 
the uterine arteries, comparing them 
in size to the femoral artery and con- 



tinues to say, *• Any one who has had 
the misfortune, as I have had, to injure 
these during an operation, gets very 
quickly disabused of the nonsensical 
theory that it is by the tying of the 
vessels in the broad ligaments, and 
thus cutting of the blood supply, that 
uterine fibroids cease to grow after 
removal of the ovaries and tubes." 
This has certainly remained true re- 
garding the myomatous growths, 
which are uninfluenced by the meno- 
pause, still apt to grow, and often the 
seat of malignant degeneration. Mar- 
tin records 20.4 per cent, in 205 cases 
in which degeneration was the opposite 
of benign, and the experience of other 
operators accords with the truth of 
this statement. 
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discussion. 

Dr. Joseph Price : 

The discussion of the pedicle is always of 
interest and importance. The method of 
constriction and the use of the wire or liga- 
ture was at first imperfect, but later the 
application of the ligature was perfected. 
Some operators, as Dr. Gushing of Boston, 
prefer the elastic ligature, and I do not know 
but that he succeeds better than with the 
wire. The value of the elastic ligature lays 
in that it contracts upon the tissues as they 
shrink, and so maintain the constant pressure. 
When constriction is depended upon, the 
ligature gives a constant and continuous 
pressure. With the application of the wire, 
you have shrinkage and have to screw up 
the clamp. Allusion has been made to Dr. 
Homans* work and his use of the clamp. Dr. 
H o maus indicates very clearly that he does 
not yet imderstand fully how to make a ped- 
icle or he would not want a longer wire and 
screw. If he dropped back the capsule and 
produced a pedicle by surgery and not by 
constriction, he would not make that com- 
plaint 

In the tumor that I show jou now, the 
pedicle was for four or more inches in diam- 
eter, and it was necessary to incise the cap- 
sule from tube to tube and drop it down four 
or five inches like a farmer drops down his 
barn-door pants. Hysterectomy is a piece of 
civil engineering. Had I not studied civil 
engineering, I could not have done this work 
without special training. Applying forceps 
to serve as bench marks, you drop down the 
capsule, and, beginning with a pedicle as 
large as your coat sleeve, you end with one 
as large as your thumb. You need not fear 
heemorrhage. The elastic ligature is not 
necessary. It prolongs the operation. In 
almost any method of hysterectomy you can 
get along with a few haemostatic forceps 
without the temporary clamp. There is a 
certain amount of work in the use of tempor- 
ary constrictors and you have to do the work 
over again. In cases of multiple fibroids it 
is of great importance that the pedicle should 
be made in the way described. The bladder 
may come up between two of the tumors, and 
unless you strip off the capsule until you 
come to the cervix there will be risk of catch- 
ing the fundus of the bladder. In one of my 
cases I included the fundus of the bladder, 



but the patient recovered. Mr. Tait did it in 
Albany, but the patient recovered, although 
there was a fistula which lasted for weeks. 
After applying the wire you must brings in the 
incised and retracted capsule and let it be 
caught by the wire. 

Mr. President, I present a mixed group of 
specimens, myom^ and fibroids, pus tubes, 
ovarian abscesses, dermoid tumors and a 
large group of ruptiu'ed tubal pregnancies. 

Dr. Mordecai Price: 
emergency cases in abdominal 

SURGERY. 

To be able to do emergency work 
in abdominal surgery one must have 
an accurate knowledge of the diffi- 
culties to be overcome, the dangerous 
complications to be avoided, and a 
ripe experience in the whole field of 
abdominal diseases which include ex- 
tra-uterine pregnancy in all its forms 
and complications. Intestinal surgery 
and the operations recommended, and 
so beautifully described by Dr. Senn, 
now play a most important part in the 
life-saving service of the abdominal 
surgeon. To be able to contend with 
haemorrhage from knife-wound or bul- 
let, to remove the kidney or spleen, 
to resect a cancerous or gangrenous 
bowel and reunite it, to reduce an 
intussusception, to contend with im- 
pacted gall-stones and to locate a 
strangulated or incarcerated bowel 
while there is great distension, with 
no one to help save the attend- 
ant who has to look after the ether; 
to reduce one's mortality or keep it 
at a low figure requires marvellous 
skill and dexterity in operations such 
as we have to do on short notice when 
the patient is in a most desperate con- 
dition. I have many times operated 
when I expected a death on the oper- 
ating table, but I have yet to meet 
with so discouraging an accident. 
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RETENTION OF URINE. 

August 29, 1892. — S. R., 79 years 
old, patient of Dr. Pancoast. Mr. R. 
was sufiferlng from retention of urine 
from an enlarged prostate. He stated 
that it had been- a long time since he 
was able to pass urine freely, and for 
several months it had been constantly 
dribbling. A number of unsuccess- 
ful attempts had been made to pass a 
catheter. When I saw the patient, 
August 29, the bladder was enor- 
mously distended; the dulness ex- 
tended almost half way between the 
umbilicus and the sternum.- I at- 
tempted to relieve him with a cathe- 
ter, but without success. I then did 
Hunter Maguire's operation of super- 
pubic cystotomy. After cutting down 
on the bladder it had much the ap- 
pearance of an incarcerated hernia, 
almost black in color, but after freely 
opening and washing out the bladder, 
its color gfreatly improved. I stitched 
the bladder to the peritoneal wall, put 
in a rubber drain, and a gauze drain 
above and below it. On the second 
day removed the lower gauze drain, 
third day the upper gauze drain. Sec- 
ond day after operation washed out 
the bladder with salt and water ; did 
this for want of a better drug, as there 
was no boracic acid in the house; 
daily thereafter boracic acid was used. 
Patient passed his urine freely through 
the drainage tube; all drainage dis- 
continued after sixth day. Hunter 
Maguire's aluminium plug or button 
was used to keep the opening pa- 
tulous. The prostate was as large as 
my double fist. Patient made a good 
recovery. 

TUMOR OF RIGHT TUBE. 

August 30. — Mrs. S. L., 28 years 
old, patient of Dr. Joseph Shaw, Tren- 



ton, N. J. Suffering from a small 
tumor of the right tube, the left 
densely adherent and cirrhotic, not 
larger than a lima bean. She had 
been an invalid six years; one year 
and a half under the rest treatment ; 
electricity by a celebrated gynaecolo- 
gist. Operation August 30. Patient 
made a beautiful recovery. She was 
the best patient I ever had the pleas- 
ure of treating. 

REMOVAL OF OLD PUS TUBE. 

September i, 1892. — A colored wo- 
man, 26 years old, patient of Dr.JE. 
V. Swing, of Coatsville, Pa. She had 
been married six years ; her husband 
at time of marriage was sufifering from 
gonorrhoea ; she was treated for gon- 
orrhoea, and, so far as the vaginal dis- 
charge was concerned, was cured. 
She had had a number of attacks of 
pelvic trouble since that time, has 
been unable to work for a long period 
prior to the operation, a confirmed 
invalid. At the time I saw her she 
had been under Dr. Swing's care only 
a short time. He recognized the seri- 
ous nature of her trouble and advised 
operation ; she refused to take his ad- 
vice until almost past help. I .was 
asked by the doctor to operate. With 
Dr. S. and his assistant in the case, 
we operated on September i, cutting 
down on the tumor, which extended 
above the umbilicus rather to the left 
of the median line. Cutting directly 
in the median line, I came to a sac at 
least from a quarter to a half an inch 
in thickness. When opened its con- 
tents were pus, blood and a watery 
fluid. There had unquestionably been 
a rupture of an old pus tube and a 
violent general peritonitis. The ab- 
scess cavity extended up and across 
toward the right kidney. Approxi- 
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mately two pints of pus removed. 
Two-thirds of the pus sac enucleated 
and tied off. It was impossible to re- 
move the other as the adhesions were 
stronger than the sac itself, and it was 
adherent directly over the iliac ves- 
sels. Thorough irrigation, gauze and 
glass drainage. Patient did nicely. 
Dr. Swing reports her steadily im- 
proving. I have no doubt she will 
entirely recover. 

ECTOPIC PREGNANCY. 

September 2, 1892. — Mrs. B., aged 
36 years, patient of Drs. Rice, McKen- 
sie and Burroughs, Trenton, N. J. 
Suffering from terrific haemorrhage of 
a ruptured ectopic pregnancy. She 
was pulseless at the time I saw her, 
ghastly pale, sighing respirations and 
sick stomach, with a feeling of some- 
thing in the bowel, constant diarrhoea, 
distended abdomen, normal tempera- 
ture. 

Her physicians recognized her ter- 
rible danger; the only question was 
whether she would die on the table. 
Her desperate condition was explained 
to her, and her chance of relief by oper- 
ation. She asked for that chance, and 
operation was done at once. As soon 
as the abdomen was opened blood 
poured out from the incision. The 
ruptured tube was delivered and tied 
off. At least a pint of clot was removed 
from the pelvis; quantities of liquid 
blood also discharged. No one but a 
pregnant woman could lose so much 
blood and live. 

Thorough irrigation and glass drain- 
age for six days; free purging and 
liquid diet after the second day. This 
patient rallied from her haemorrhage 
very slowly; it was several days be- 
fore we thought her out of danger 
from heart clot. She made a perfect 
recovery. 



RUPTURED DERMOID OF RIGHT SIDE. 

September 3, 1892. — Mrs. J. T. M., 
65 years old, patient of Dr. Wm. Rice, 
Trenton, N. J. Suffering from a large 
ruptured dermoid of the right side 
and a small one of the left ; contents of 
the abdomen removed, fifty pounds. 

This patient had been suffering 
from the tumor for five years and 
had had repeated attacks of peri- 
tonitis, which her physician had suc- 
ceeded in relieving. During the very 
hot weather the large tumor ruptured, 
and from that time on to the opera- 
tion she suffered from peritonitis, 
and at that time, September 3, bowels 
were covered with inflammatory 
lymph and looked very much as if 
they had been parboiled. A number 
of pitchers of water were used for 
irrigatiqn ; a long 7)4 -inch glass drain- 
age tube was inserted, patient being 
very large. She made an uninter- 
rupted recovery. 

The water used in all these cases 
was plain boiled water, cooled down 
by other not boiled, and it seemed to 
get rid of the little beasts so far as 
we could judge by the effect on the 
patient and her recovery. 

PYOSALPINX AND OVARIAN ABSCESS. 

Mrs. W. M., patient of Dr. W. A. 
Bums. A pyosalpinx and ovarian 
abscess of the right side removed by 
abdominal section from a greatly 
emaciated patient, resulting from 
gonorrhoeal infection contracted from 
husband at time of marriage. At 
time of operation the left side ap- 
peared to be healthy, but the principal 
reason for leaving it was the already 
almost hopeless condition of the pa- 
tient. Drainage was continued for 
four days, and was followed by a 
fistulous track lasting seven months, 
through which opening the patient 
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menstruated regularly, though much 
of the flow came in the regular way. 
Everything was done to get this 
opening to close, but without im- 
provement. At the end of seven 
months the fistulous opening ceased 
to discharge, and almost immediately 
her physician found she was preg- 
nant. In August, 1890, from indis- 
cretions in lifting, a miscarriage was 
produced. This she recovered from 
without trouble and again became 
pregnant the latter part of 1891, and 
was delivered by Dr. Bums of a large 
and beautiful female child. 

I report this case because it has an 
interesting bearing on the question 
of removal of both tubes in pelvic dis- 
ease resulting from gonorrhoea. This 
is the third case of undoubted gonor- 
rhoeal tubal troubles, where the tube 
on one side was left ; one had to be 
operated on the second time. This 
one now reported and the third re- 
mains perfectly well. 

TUMOR OF ABDOMEN COMPLICATING 
PREGNANCY. 

June 4, 1892, Mrs. D., patient of 
Dr. Prendergast, was suffering with a 
large tumor in the abdomen, compli- 
cating pregnancy at the third month. 
Her history was a most interesting 
one; 31 years old, always enjoyed 
good health up to the time of her 
marriage and for four months after; 
then the disappearance of her menses 
and the appearance of other symptoms 
of pregancy; she began to si^er from 
severe pains in the right side with 
considerable enlargement of the ab- 
domen, much more than pregnancy 
of one or two months would indicate, 
so she consulted a doctor, who told 
her she was going to have a baby in 
a short time and to prepare for such 
a termination of her case. This did 



not satisfy an intelligent and virtuous 
woman who had not been married 
more than six months, so she called 
on Dr. Prendergast, who at once ex- 
amined his patient with great care 
and recognized the serious nature of 
her trouble. I was asked to see her 
in consultation. She was suffering 
with severe peritoneal pain and con- 
stantly increasing distention, with a 
large tumor on the right side extend- 
ing up to the kidney, the uterus to 
the left and much larger than a preg- 
nant uterus at three months with a 
distinctly nodular feel, the cervix soft 
and menses absent three months. 
Their was no question in our minds 
as to her being pregnant. Her con- 
dition, the rapid growth of the tumor, 
the well marked peritonitis, the severe 
and constant pain, her inability to get 
about, all indicated great danger; 
something must be done for her life. 
We decided the tumor must be re- 
removed ; the sooner the better, if the 
life of the patient was to be saved. 
So the next day, June 4, 1892, 
after careful preparation, the opera- 
tion was performed at the home of 
the patient, Drs. Jos. Price and Pren- 
dergast assisting. 

We removed a large fibroid and the 
pregnant uterus with a dead child at 
the third month. The attachment of 
the fibroid to the uterus was so large 
and the uterus so covered down to the 
cervix with fibroid nodules in the 
wall of the womb, that it was decided 
that the removal of the entire uterus 
and tumors by superpubic hysterec- 
tomy would offer the only good op- 
portunity to save her life. 

There was a quantity of fluid dis- 
charged at the time of the opening 
of the pentoneum, marked peritonitis 
existed, softening of the fibroid, ex- 
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tending all over the face of the tumor, 
had the appearance of a large blister. 
From the large growth we rather sus- 
pect sarcoma than a pure fibroid. 

The operation was carefully done 
and every means taken to protect the 
peritoneum from the discharges and 
blood; no chemical antiseptics were 
permitted in the house at the time of 
operation. The examination of the 
specimen after its removal was of 
great interest, as absolutely confirm- 
ing the useless character of the uterus 
for the growth and development of 
the foetus, as the walls of the uterus 
were thickened in all directions with 
nodules of fibroid tissue, which from 
its unyielding character caused the 
death of the foetus at this early date 
in its development, and if its growth 
had not been interfered with, would 
have ended in a Porro operation at 
the close of gestation. 

Patient did splendidly from opera- 
tion to perfect recovery ; no increase 
of pulse, no fever, a moist and clean 
tongue and cheerful face; nothing 
like the suffering after the section as 
there was before from the peritonitis. 

TWO CASES OF APPENDICITIS — 
OPERATION. 

July II, 1892, M. H., Bridgeport, 
N. J., suffering from appendicitis with 
well marked tumor in the right iliac 
fossa of ten days formation. First 
attack of appendicitis. Persistent con- 
constipation for five days. Opera- 
tion July II, 1892; done at night. 
The abscess was opened without en- 
tering or interfering with the general 
peritoneal cavity; six to eight ounces 
of pus was discharged, thorough irriga- 
tion, gauze packing. Recovery with- 
out any trouble. 

Mr. F. D., 38 years old, patient of 



Dr. Oliphant, of Bridgeport, N. J., 
suffering with repeated mild attacks 
for fifteen years ; never so severe as 
to completely incapacitate him for 
work. Last attack began July 10, 
1892, with severe and agonizing pain 
in the region of the appendix, which 
could only be relieved by hypodermic 
injections of half-grain dose§ of sul- 
phate of morphia at short intervals. 
This was continued for a few days 
when he seemed better; free purgation 
was used ; the improvement continu- 
ing slowly at this time ; a hard mass 
was detected deep down in the pelvis 
on the right side ; his symptoms con- 
tinued to increase in severity, but 
slight perceptible enlargement of the 
mass. An operation was decided on 
by his attendant Dr. Oliphant, and I 
was asked to see the patient. On 
July 27 an incision two inches long, 
extending from a line drawn from the 
navel to the crest of the ilium mid- 
way between these two points directly 
downward and over the mass. The 
peritoneum was opened, the tumor 
not adhering to the anterior abdomi- 
nal wall, intestines matted together 
and with great diflSculty separated. 
My fingers came in contact with the 
large vessels of the right side before 
I succeeded in opening the abscess 
cavity ; six to eight ounces of black 
offensive pus was discharged ; thor- 
ough irrigation of the peritoneum and 
abscess cavity, with gauze packing 
and a rubber drainage tube of large 
calibre in the abscess cavity with a 
gauze drain also of the peritoneal 
cavity. These to be left forty-eight 
hours before being removed for 
first dressing. If there is plenty of 
drainage the patient will recover. 
The outside dressings must be fre- 
quently changed for the cleanliness 
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and comfort of the patient. This is 
one of the chronic cases of appendi- 
citis giving the most trouble in opera- 
tions of this character, everthing 
matted and adherent to the head of 
tTie colon forming a complete capsule 
over and about the appendix, but 
with nothing to protect the general 
peritoneal cavity from the pus when 
we attempt to operatefor its removal. 
In fact adhesions everywhere but 
where we most want them. Com- 
plete recovery. 

STRANGULATED DIRECT INGUINAL 
HERNIA. 

Mr. I., patient of Dr. Joseph B. 
Shaw, Trenton, N. J. Dr. Shaw was 
called to see the patient and found 
him suffering with a hernia on the 
right side, and vomiting questionable 
matter, which he said had continued 
for four days. He had been treated 
by a man who had not recognized his 
condition. I was asked to operate 
for his relief within three hours of 
Dr. Shaw's first visit. The surround- 
ings were not the best, but the opera- 
tion was done with hot water and 
soap and such articles as we could 
find to clean up with. The bowel 
was dark but not gangrenous, so it 
was freed and examined for bands of 
adhesions and washed with boiled 
water that had been cooled down to a 
proper temperature. Wound care- 
fully stitched, gauze dressings and a 
bandage applied, and the patient put 
to bed. He made a rapid recovery. 

Dr. Joseph Price: 
ectopic pregnancy. — report of 

CASpS. 

Mr. President: — In presenting this 
small gfroup of unique specimens, il- 
lustrating beautifully all the interest- 



ing features of early tubal pregnancy, 
I shall refer in this brief discussion 
of tubal pregnancy only, as I believe 
it to be the only variety primarily. 
After rupture it may be found any- 
where, in pelvis or abdomen. We 
need simplicity in our surgical nom- 
enclature. I wish to refer briefly to 
some of the most prominent features 
of this murderous accident. First, 
that it is common and on the increase ; 
Siecond) that it is easy of recognition; 
third, that there is for it but one 
treatment. Now in regard to its fre- 
quency : A vast number of gynaecol- 
ogists admit that it is a much more 
common accident now than a few 
years ago. They also admit that it is 
a much more serious calamity than a 
few years ago. Pathological condi- 
tions favoring its occurrence are dis- 
tressingly common and on the in- 
crease. A few years ago tubal preg- 
nancy was almost unknown to a large 
number of gynaecologists. Now I 
find they are reporting six to ten 
cases yearly. I have not the slightest 
doubt but that such cases are much 
more common in city life than in 
healthy rural districts. This fact I 
can demonstrate by my own cases and 
also by the work of my brother, who 
does a large number of operations for 
ruptured tubal pregnancy. Its early 
recognition or diagnosis: Years ago 
while doing a large number of sec- 
tions for pus, I was constantly on the 
alert for pus cases, and repeatly failed 
to recognize ruptured tubal preg- 
nancy. The objective symptoms and 
history iji walking or dispensary cases 
were so similar that I had not as yet 
learned how to differentiate. The 
pain and haemorrhage were common 
symptoms. Now I work by a method 
of exclusion, looking first for tuba 
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pregnancy as the most serious and 
dangerous trouble woman can sufifer 
with : Second, for appendicitis ; third, 
for pus in tubes or ovaries; fourth, 
for suppurating dermoids, twisted 
pedicle, etc. Now I rarely fail to 
recognize tubal pregnancy when it 
exists. Just here it is only fair to say 
that the general practitioner has given 
and is giving this vital subject much 
careful reading and thoughtful con- 
sideration. He is generally the first 



to see this class of cases, and the skill- 
ful general practitioner is not slow in 
recognizing the existing trouble, or 
when in doubt as to his diagnosis the 
pressing danger of delay, and is 
prompt to call in surgical aid. When 
the character of these cases is under- 
stood, the suffering and danger to life 
involved is considered, the general 
practitioner cannot fail to be im- 
pressed with the importance of the 
fullest knowledge of the subject. 
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The President, Dr. W. H. H. Githens, in the Chair. 



Dr. William J. Taylor: 

A CASE OF TWIN PREGNANCY, COM- 
PLICATED BY A LARGE MYOMA IN 
THE RIGHT BROAD LIGAMENT — AB- 
DOMINAL SECTION AND REMOVAL OF 
THREE TUMORS — ABORTION — RE- 
COVERY. 

Just four years ago I had the honor 
of exhibiting to this society, at its 
meeting, held October 4, 1888, three 
tumors which I had that day removed 
by abdominal section. A large myoma 
from the right broad ligament, and 
two smaller sub-peritoneal myomata 
from the posterior and upper surface 
of the uterus. 

The case was in many respects 
unique, and elicited very free discus- 
sion and much adverse criticism. 

At that time a short statement of 
the case was made, and the steps of 
the operation described, but I trust 
that a further report, with the subse- 
quent history of the patient, may 
prove of interest. 

Much that I now state concerning 
the operation itself will be found in 
the published transaction of that 
meeting. So long a time has elapsed, 
however, since that report was made, 
that I must ask the indulgence of the 
members then present, for repeating 
myself, in order that all the facts in 
the case may be understood. 

Isabella McM., aged 30 years, ¥ras 
married on May 7, 1888. She had 
always been healthy, and for many 
years had worked on a farm in Ire- 



land, frequently doing the work of a 
man in the fields. 

May 20 was the date of her last 
menstruation, which, up to this time, 
had always been perfectly regular. 
Within a month she began to suffer 
from nausea and vomiting, and con- 
sidered herself pregnant. 

By the end of June she had a little 
pain in the right side, which steadily 
grew worse. On August 21 she 
sailed for America, and during the 
voyage was very sea-sick. While on 
board ship she suffered from retention 
of urine, which was only relieved by 
the use of a catheter. Shortly after 
landing here she suffered again from 
retention of urine, which was relieved 
by a catheter. 

When I was called to see her about 
October i, she was fairly well nour- 
ished, but her face showed unmistak- 
able signs of great suffering. Her 
general condition was very poor. She 
was restless and unable to sleep. 
There was constant nausea and sick 
stomach, and she was able to retain 
food only in small quantities. 

The tongue was dry, harsh and 
somewhat coated. The pulse was 
rapid, 120 per minute, and very weak. 
There was diarrhoea which had lasted 
for several days. The urine con- 
tamed albumen. She complained of 
great pain in the abdomen, especially 
in 'the right side. The bladder was 
very irritable. There has been no 
bleeding nor discharge from the uterus. 
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The breasts showed well-marked 
signs of pregnancy, and contained 
milk. The abdomen was enlarged, 
and in the right iliac region was a 
mass about the size of a small cocoa- 
nut, which was hard, fixed and pain- 
ful. This tumor had been growing 
very rapidly and was becoming more 
painful each day. Believing that I 
probably had to deal with an extra- 
uterine pregnancy, and as her general 
condition was bad and rapidly grow- 
ing worse, I called Prof. W. W. Keen 
and Dr. Barton C. Hirst to see her 
with me in consultation. 

The diagnosis was obscure. Was 
the mass in the right iliac region an 
extrauterine foetus, or was it a rapidly 
growing myoma ? 

It was very dense, and the pulsa- 
tions of the aorta could be distinctly 
heard with a stethoscope at any point 
over the surface of the tumor. 

Its rapid growth, for it had mark- 
edly increased in size within the past 
few weeks, led me to suppose that it 
might be a tubal pregnancy, although 
many of the usual symptoms were 
absent. 

Very little could be learned by vagi- 
nal examination, and every attempt 
caused great pain. 

Dr. Hirst was able to recognize 
positively the presence of a foetus in 
the enlarged uterine cavity, but we 
were unable to make a positive diag- 
nosis of the mass in the right side. 
Her condition was very bad and rap- 
idly growing worse; if anything was 
to be done it must be done at once in 
order to save the woman's life. 

An exploratory abdominal section 
was decided upon, and she was re- 
moved to St. Agnes* Hospital and 
prepared for operation by baths, vagi- 
nal douches, shaving of the abdomen 



and pubes, and thorough disinfection 
of the abdomen. 

The next day, October 4, 1888, at 
2.30 P.M., with the assistance of Prof. 
W. W. Keen and Dr. Joseph Fox, and 
in presence of Drs. Hirst, Par\'in, 
Mears, Oliver, Roberts and the mem- 
bers of the House Staff, I made a 
median incision and at once opened 
the peritonaeum. 

Two large tumors immediately pre- 
sented which were joined below, but 
were separate above. The tumor to 
the left was the pregnant uterus, 
which was soft, elastic and dark in 
color. That to the right was the new 
growth. 

The great mass of the tumor was 
between the layers of the broad liga- 
ment, or true intraligamentous my- 
oma. The left tube and ovary, were 
easily found, and were normal. On 
the right side it was at first impossi- 
ble to recognize the ovary and tube, 
but on enlarging the wound and pass- 
ing the hand deep down into the pel- 
vis, they were found, and were normal. 
The veins were enormously enlarged, 
thus making matters still more for- 
midable. Dr. Keen with great diffi- 
culty was able to lift the upper por- 
tion of the tumor partially through 
the abdominal opening, while I made 
an incision through the upper layers 
of the broad ligament, and through 
the capsule of the tumor. By this 
means I was enabled to enucleate the 
tumor by peeling off the capsule until 
I arrived at its attachment to the 
uterus, which was over a space of 
three or four inclies in diameter. The 
weight of the tumor then caused the 
uterine tissue to tear, and haemor- 
rhage was very free. Dr. Keen 
grasped the pedicle with the thumbs 
and fingers of both hands while I 
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quickly stripped off the remaining 
portion of the capsule and removed 
the tumor. Haemorrhage was very 
free, alarmingly so for a moment, from 
the walls of the capsule and from the 
uterine tissue. This was controlled 
by means of haemostatic forceps, 
which were replaced as soon possible 
by catgut ligatures. At a few points 
it was necessary to embrace the bleed- 
ing area with a continuous suture of 
catgut. . The redundant portion of the 
capsule was then cut away, and after 
all bleeding had been controlled, the 
edges were brought together with a 
continuous catgut suture. A glass 
drainage tube had been placed down 
into the cavity from which the tumor 
had been removed, and its free end 
brought out of the abdominal wound. 

There were two subperitoneal my- 
omata, about an inch and a half in 
diameter, which I also removed, one 
from the upper and one from the pos- 
terior surface of the uterus. In liga- 
turing the base of one of these, the 
capsule was torn and very free bleed- 
ing occurred ; the other I enucleated 
after a simple incision of its capsule. 
There were several small bodies, pre- 
sumably myomata, dotted here and 
there over the surface of the uterus, 
about the size of my little finger nail. 
These I did not attempt to remove. 

These three tumors, which I bring 
here again to night, weighed in all 
three pounds fourteen ounces. 

Microscopic examination of a sec- 
tion of the. large tumor was kindly 
made for me by Dr. F. A. Packard,- 
who pronounced it to be a typical 
myoma. 

The patient reacted nicely from the 
shock of the operation, which was one 
of great difficulty and consumed much 
time, especially in the arrest of haem- 
orrhage. 



For some days her condition was 
most favorable, but on the sixth day 
from the date of the operation she 
began to show symptoms of aborting 
and suffered intense pain for some 
hours, especially in the region of the 
wound. For this reason and in the 
fear that persistent and active uterine 
contraction might do serious damage, 
and as the os uteri was widely dilated 
and a foot of a foetus presented, ac- 
tive interference was decided upon. 
Dr. Keen, who was most kind in giv- 
ing me aid and council throughout the 
case, assisted me in removing a foetus 
of a little over four months' develop- 
ment, along with its membranes and 
placenta. As it was impossible to 
distinguish with the finger in the in- 
terior of the uterus anything further, 
we concluded it was emptied — but in 
this we were in error. Our manipu- 
lations were of necessity very limited, 
for fear of doing damage to the 
wound. 

The next day something went 
wrong in the heating arrangements of 
the room in which she was lying. 
This was soon followed by a chill and 
a sharp attack of pleurisy of the right 
side. On the eighth day, and second 
from the first abortion she was deliv- 
ered spontaneously of another and 
second foetus which was alive and 
lived for one hour. Up to this time 
we had no suspicion of a twin preg- 
nancy. On the twelfth day her left 
leg became swollen and painful, and a 
well marked condition of phlegmasia 
dolens developed. 

From this time on her recovery was 
slow but satisfactory, and she left the 
hospital in a good condition. Swel- 
ling of the left leg, however, occurred 
and required her to wear a bandage 
constantly. 

Some time after she left the hos- 
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pital a persistent diarrhoea set in, 
which finally became a true membra- 
nous enteritis, large numbers of intes- 
tinal casts were passed. 

She became very much exhausted, 
and the pulse became weak and rapid. 
Nothing in the way of drugs or diet 
seemed to do her any good, and finally 
in despair all treatment was stopped, 
and in time recovery took place. 

She subsequently became pregnant, 
and on December 13, 1889, a little 
over fourteen months from the date 
of the operation, she was delivered of 
a fin6 boy, now alive and well. I did 
not attend her in her confinement, 
but learned from her that she was in 
labor for about sixteen hours, and that 
she had intense pain. 

The perinaeum was badly lacerated. 
Again she became pregnant and was 
delivered of a healthy girl on August 

13, 1891. 

She now comes to me, September 

14, 1892, suffering with a torn cervix, 
and badly lacerated perinaeum, and 
almost complete prolapse of the uterus. 

The abdominal scar is in perfect 
condition, and there is no evidence of 
trouble at that point. 

discussion. 
Dr. Barton Cooke Hirst ; 

I had the pleasure of seeing this case, and 
of witnessing the operation. I consider it re- 
markable for two reasons. In the first place, 
the haemorrhage was extremely alarming from 
its situation and its copiousness. The way in 
which it was stopped was most admirable. 
The second noteworthy featiu-e was the fact 
that the abortion, I think, was not due to the 
operation in spite of the manipulation to 
which the uterine wall was subjected. If I 
remember correctly, one of the children was 
dead and badly macerated. The termination 
of pregnancy was due, therefore, to the death 
of the foetus previous to the operation, and 
not to the operation itself. If it had been 



due to the latter it would have occurred 
sooner. I fully subscribed to the course that 
was pursued in this case. And the outcome, 
I am glad to hear, has justified it 

Dr. Mordecai Price: 
hard growths of the uterus. 

Hard tumors of the womb are re- 
ceiving the attention not only of spe- 
cialists but of general practitioners. 
Many of us need only formulate the 
deduction of our experience, hpwever 
limited that may be, to appreciate the 
gravity of these cases and the impor- 
tance of the most careful and sci- 
entific surgical investigation. The 
results already attained by many emi- 
nent men of the profession are highly 
gratifying. Many of these tumors are 
of varied and entirely different patho- 
logical appearance and would seem to 
have originated from different causes 
or conditions, but experience presses 
the conviction that they all have their 
beginning in fibroid changes. We can- 
not account for the many changes and 
varying conditions of these growths, 
but we can appreciate how they baffle 
medical and complicate surgical treat- 
ment. We know that fibroid disease 
is not limited to the womb ; that we 
have it in the walls of the heart, car- 
diac fibrosis, and in numerous other 
organs and muscles of the body. With 
the very first indication of such a 
pathological condition our investiga- 
tion should begin. 

Unfortunately we rarely see these 
cases early enough in their history to 
know much of their earlier pathologi- 
cal changes. It is when general health 
has ended and the disease has assumed 
the mastery, that the surgeon is called 
in. These tumors in anatomical struc- 
ture are of low vitality and prone to 
develop rapidly into malignant forms 
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of disease. A hard nodular uterus of 
many years growth will suddenly de- 
velop malignant disease in one nodule 
and a rapid growth of enormous size 
will soon result fatally or greatly com- 
plicate an operation for its removal. 
The encouraging outlook for the more 
successful treatment of these fibroid 
troubles comes of the fact that the 
general practitioner has reached the 
point of considering it worth his while, 
in the interest of innumerable suf- 
ferers, to investigate these diseases 
and to call in timely assistance. 

I have carefully examined over one 
hundred hard tumors after removal 
to ascertain as near as possible the 
manner of their growth and develop- 
ment. In the true fibroma we have 
but a trace of muscular fibre and but 
little connective tissue, and most of 
that in its capsule. The vascular sup- 
ply is almost entirely in the capsule, 
with small vessels running into the 
tumor, but the capsule is highly vas- 
cular, and as the. tumor advances in 
size its vascularity increases. 

In the myomatous tumors we find a 
different arrangement of the blood 
supply, as the vessels not only are 
very numerous and large in the pedi- 
cle, but they are of large calibre and 
tortuous all through the tumor. From 
the very beginning of a n)yomatous 
growth to its maturity, or the destruc- 
tion of the patient, the blood. supply 
is ever increasing, and the growth of 
the tumor rapid in comparison to the 
pure fibroma of the hard nodular va- 
riety, and the muscular element can 
without trouble be demonstrated. In 
myomatous growths the development 
of the tumor is more even, and re- 
minds us more of a pregnant condi- 
tion, while the nodular variety could 



not be confounded so easily with nor- 
mal gestation. The muscular or myo- 
matous variety is more apt to be dif- 
fused, or one face of the uterus covered 
with the growth and the uterine canal 
passing half round the tumor, but I 
have yet to see the tumor that occu- 
pied the entire walls of the womb. 

The nodular variety has its begin- 
ning, in most instances, in the mus- 
cular structure of the uterus and may 
travel in its growth either to the uter- 
ine cavity or in the direction of the 
peritoneal cavity; the latter is the 
direction usually taken by these 
growths, as there is least resistance 
and greater freedom for development. 
In either direction they may be peduur 
culated. It is rather rare to see a 
true hard fibroid single ; most of them 
are multiple, with one nodule of large 
size, and a number of small ones sur- 
rounding the main tumor, and it is in 
the large tumor that we find the 
changes, such as malignancy and fatty 
degeneration and oedematous changes 
going on ; it is these changes that 
make all solid tumors dangerous to 
the individual so incumbered. 

When these tumors travel in the 
direction of the uterine cavity they 
may be safely born and the individual 
relieved of her troublesome tenant. 

I "have operated on six patients for 
large fibroid tumors by the extraperi- 
toneal method ; all recovered, and all 
are yet living. Four of the six were 
nodular fibroid tumors undergoing 
rapid sacomatous changes, in two nod- 
ules; and in assisting Dr. Joseph 
Price in his work, I have also found a 
number undergoing the same rapid 
malignant changes. It is this condi* 
tion that, in many cases, drives the 
patient to operative interference. 
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DISCUSSION. 

Dr. Wm. J. Taylor: 

I wish to ask Dr. Price the condition of the 
prostate in one of the cases referred to. 
Would it have been possible to remove a por- 
tion of the prostate so as to have given a 
passage through the urethra ? 

Dr. M. Price: 

I could have removed the prostate, but it 
was very large and situated very deep, and, I 
think, he can do better than in the old fash- 
ioned way. 

Dr. Barton Cooke Hirst: 
a large collection of pus be- 
tween the layers of the broad 
ligament complicating preg- 
NANCY. 

The patient was a middle aged wo- 
man in the fifth month of pregnancy. 
It had been a number of years since 
she had been pregnant before. She 
came to the hospital from Coatesville, 
under the care of Dr. Spratt. She 
had been confined to bed about eleven 
weeks and was desperately ill. A 
large tumor could be made out along- 
side the womb, for whicji an abdomi- 
nal section was performed. Between 
the layers of the right broad ligament 
a cystic tumor, containing about two 
quarts of pus, was incised and evacu- 
ated. The sac was sewed to the ab- * 
dominal wall and thus drained. The 
woman recovered. It is likely that 
the tumor was a suppurating utero- 
ligamentary cyst. The case is remark- 
able as complicating pregnancy, and 
as a very unusual termination of a 
monolocular broad ligament cyst, 
which usually contains a clear, limpid 
fluid, not at all prone to septic changes. 

DISCUSSION. 

Dr. Charles P. Noble: 

The question of abscess under the perito- 
neum is one that I am especially interested 



in ; and hence I am glad to hear the report of 
these cases. But unless Dr. Hirst can bring 
more definite evidence concerning the source 
of the pus in his first case, it cannot be ad- 
mitted as bearing upon the question as to the 
existence of broad ligament abscesses. As he 
had suggested this may have been a suppu- 
rating intra- ligamentary cyst. I have seen a 
number of such cases. I remember one which 
Dr. Baldy removed from a case in- which he 
was apparently about to be convinced that 
.there is such a thing as a broad ligament ab- 
scess, but the removal of the cyst showed the 
nature of th^ pus collected. I have removed 
suppurating intra-ligamentary tumors several 
times. I remember one case where the tumor 
had extended almost down to the anus so that 
it made a projection from the vulva. I think 
that the case reported by Dr. Hirst does not 
come under the head of broad ligament ab- 
scess but of suppurating broad ligament 
tunior. I have seen a number of broad liga- 
ment abscesses, but they have all been puer- 
peral. It is scarcely necessary to report these 
cases again, but certainly I have seen four 
cases in which there was no question of there 
being true broad ligament abscesses follow- 
ing labor — the proof being that the peritoneal 
cavity was opened, the tubes and ovaries 
found free from pus ; and the pus in the broad 
ligament being evacuated by an incision in 
in the groin. 

It would not be worth while to emphasize 
these facts were it not that some of our mem- 
bers, blinded by the unquestioned truth that 
pus is almost always found in the tubes, ova- 
ries or within the peritoneum, deny that ab- 
scess in the broad ligament ever occurs. 

Dr. M. Price: 

In regard to the question of pelvic abscess 
exterior to the peritoneum, I would say that al- 
most all of them are. We have never denied 
that there may be abscess anywhere, in the 
broad ligament or between the folds of the 
peritoneum in any portion of the abdomen, but 
what we do deny is the frequency of these 
things and the ability of any operator, with 
his finger in the vagina, to say whether the 
mass is inside or outside the peritoneum. 
Nature takes care of the internal viscera. If 
there is an irritant or foreign body, the first 
effort of nature is to encapsulate it and throw 
it outside of the general peritoneal cavity. 
When that is accomplished and nature has 
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thrown an inflammatory diapragm around 
the mass, how is the operator to say that it 
was always extra-peritoneal, particularly if 
he opens it from the pelvis and packs it with 
gauze and does not know the condition of 
affairs inside. Even with his hand inside, he 
cannot say that the trouble did not first start 
inside of the peritoneum, and has been shut 
off to one side. Many of these collections 
can be drained outside of the peritoneum, but 
wh It have you done ? You have attempted 
to drain an abscess with probably a nec- 
rotic tube or a diseased appendix or some 
other condition inside which will keep up 
the trouble for a long time, probably with 
fistulous tract for months. The only proper 
treatment is to go into the peritoneal cavity 
and remove the diseased condition that has 
produced this abscess, let it be exterior or in- 
terior to the peritoneum. 1 contend that 80 
to 90 per cent, of all pelvic troubles have been 
in the start intra-peritoneal, and have been 
taken care of by nature, and at the time of 
operation, are found extra-peritoneal, having 
been shut off from the general peritoneal 
cavity. I have seen over two thousand ab- 
dominal sections, but I have yet to see a 
single solitary case of abscess in the broad 
ligament. There are cases of puerperal 
trouble where, from laceration of the cervix, 
an abscess has formed in the cellular struc- 
tures around the cervix, but these abscesses 
are exceedingly rare in proportion to the 
others ; they are so rare that a man scarcely 
sees one of them, while the other condition is 
common. 

Yesterday I operated on a lady who, in 
July, was struck on the abdomen with the 
elbow of a young lady who fell from a fence. 
The lady is a large fleshy woman, and had 
never been well since the accident. And at 
last, she was sent in in a dying condition. 
There was a large mass in the abdomen. I 
opened the abdomen and found tlfat the 
colon had been ruptured, but adhesions had 
taken place between the bowel and the ab- 
dominal wall, and pus, faeces and gas were 
present in large quantities. I found a dis- 
tinct diaphragm between the peritoneum and 
the abdominal cavity, shutting off this ab- 
scess. This had been intra-peritoneal at one 
time, but the peritaneum had taken care of 
itself. You might as well say that that was 
extra-peritoneal from the start as to say that 
many of these cases of pelvic trouble are 



extra-peritoneal abscesses. They are at the 
time we operate, but not at the time of com- 
mencement. 

Dr. Joseph Price : 

This paper opens up some points of dis- 
pute in r^ard to pathology ,.natural history 
and surgery, and I should like to make a few 
remarks in regard to my own personal ex- 
perience. I might state that my practical 
experience has caused me to push aside the 
literature on this subject. I know perfectly 
well that the subject of pus, retro-peritoneal 
or between the layers of the broad ligament, 
has been discussed here and elsewhere, and 
we are still in two camps. Some hold in 
favor of retroperitoneal cysts and intra-liga- 
mentary cysts. 1 am not willing to accept 
the literature of this subject of intra-liga- 
mentary cyst They are all placed on record 
in doubt as the first case this evening. The 
reporter is still in doubt as to the character 
of this tumor. He thinks that it contains 
pus. We know that parovarian or retro- 
peritoneal cysts contain a clear fluid, which 
is the least likely to change. It is the purest 
form of fluid which we remove from the ab- 
domen. I have never known a parovarian 
cyst to suppurate. They constitute large 
flaccid cysts, so flaccid as to sometimes ren- 
der the diagnosis of a cystoma doubtful. I 
am not prepared to say, from surgical ex- 
perience, that these adherent cysts are retro- 
peritoneal. They always form pedicles, with 
the rare exception of the malignant and 
papillomatous forms, when they involve all 
surrounding structures. I repeat that they 
are the least prone to suppuration. It is my 
impression that in the case reported, the 
enucleation would have been fairly easy, and 
it should have been removed. I am not willing 
to say that this patient is well. The time 
will probably come when it will be necessary 
for some one to repeat the procedure and re- 
move the tumof. 

In regard to the huge abscess, I have such 
an abscess here which I removed a few days 
ago without a ligature. I had a faecal fistula, 
and expected it. The case was a neglected 
one, the patient having lost sixty-three pounds 
in weight The abscess was a burrowing 
one, and extended well down towards the 
anus. So full was the pelvis that it was impos- 
sible for the patient to give herself an enaema. 
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It is surprising the .number of these neglected 
pus cases in which the patient finds out for 
herself that there is some trouble within the 
pelvis from her inability to use the ensema. 
It was only to-day that I had a patient come 
to me complaining of this inability to use the 
injection pipe. She has a huge abscess 
which, in all probability, I could "easily incise 
and put in a niober tube, but I would not 
dare to do it. 

Statements have been made here repeatedly 
that intra-ligamentary or broad ligament cysts 
and abscesses are common. I have yet the 
first case of this kind to see. I have removed 
many ovarian abscesses and pus accumula- 
tions, sometimes as many as four abscesses 
within a fifth, and after removing them, I can 
hold up the remains of the broad ligament to 
the light and demonstrate clearly that there is 
not t))e semblance of suppuration in the cellu- 
lar tissue at that point. I want to make my- 
self very clear upon this subject. I know 
perfectly well from experience, that abscesses 
do occur at all points of the body where we 
find cellular tissue, from the scalp to the 
plantar faecia, but in the vast majority of 
cases in the pelvis, abscess is due to trau- 
matism or secondary burroughing. It oc- 
curs in the cellular tissue precisely as in the 
ovary. Ovarian abscesses in 99 out of 100 
cases follows a suppurating tube. There is 
an attachment of the pavillion of the tube 
through which infection takes place and ab- 
scess develops. I demonstrate these facts 
daily at the operating table. I have operated 
on cases of criminal abortion, where darning- 
needles, crochet-needles and sounds have 
been plunged into the vaginal vault and have 
known the whole peritoneal structure to be 
lifted to the iliac creast, and in these cases 
we often find sinuses and spontaneous efforts 
at cure, but if you open the peritoneal cavity, 
you will, in nine cases out of ten, have an op- 
portunity of removing diseased tubes and 
ovaries, and in these cases I unhesitatingly- 
open the abdomen and often remove cheesy 
pus tubes and ovaries. It is folly to take the 
position that these things are primary, and 
that they do occur in the broad ligament so 
frequently without a cause. I know perfectly 
Well that cysts, retro-peritoneal at any point 
from the diaphragm down, do occur. I have 
just sent home a patient, 72 years of age, 
from whom I removed a huge cyst in the 
messentary of the descending bowel. The 



cyst held three or four gallons of fluid. Ex- 
ercising the greatest care, absolutely ig^nor- 
' ant of its precise nature, I wounded the 
bowel in tapping it, necessitating closure of 
the descending colon to perfect my surgery. 
She made a nice recovery, and there is no 
evidence of the disease returning. These 
old neglected pus cases and their sequelae 
are so numerous, and we have discussed the 
subject so freely, that 1 shall leave this 
feature of the discussion at present. 

Dr. Noble: 

I want to thank Dr. M. Price for admitting 
what I have claimed, that occasionally we 
have puerperal broad ligament abscesses, or, 
as he puts it, pus in the cellular tissue at the 
side of the uterus, which means the same 
thing. 

Dr. Barton Cooke Hirst: 

The usual contents of broad ligament cysts 
being so bland and indisposed to septic 
changes, I was surprised to find an abscess 
in a situation that could only be accounted 
for by the supposition of such a cyst I may 
add that there will be no necessity for any 
one else to complete the operation, as inti- 
mated by Dr. Price, for the cyst was fully 
drained and now entirely closed. 

Dr. J. M. Baldy: 

CHRONIC ABSCESS DUE TO 
APPENDICITIS. 

Mrs. K. was brought to me last 
spring by her physician for an opinion 
regarding a rapidly growing tumor in 
the right inguinal region. It had first 
been noticed two years previously as 
a small protrusion from or in the 
region of the external inguinal ring. 
A truss had been applied under the 
impression that the tumor was a her- 
nia It had grown but little during 
the next two years, and only began to 
increase in size since the first of the 
present year, since which time it had 
grown rapidly and was the size of a 
large foetal head when the patient was 
seen by me late in the spring. The 
position of the tumor was to the right 
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of the median line. It extended from 
the iliac crest to several inches above 
the umbilicus. It was apparently cir- 
cumscribed and felt like a very tense 
cyst with thick contents or a soft my- 
omatous tumor. It was growing so 
rapidly that from week to week its in- 
crease in size was quite perceptible to 
the naked eye. The patient had lost 
considerable flesh and was in general 
ill health. The past history as to the 
origin of the growth was extremely 
uncertain ; there was a doubtful fam- 
ily history of malignancy. Taking all 
the facts into consideration I was of 
the opinion that the growth was a sar- 
coma, possibly cystic. With this un- 
derstanding the woman entered the 
Gynecean Hospital for an operation, 
which was made several days later. 
So thoroughly satisfied was I that the 
growth was a circumscribed tumor 
that I made a long incision over the 
top of it, intending to enucleate it. 
As I dissected down on the growth I 
was somewhat puzzled at not finding 
a cyst wall, and while carefully look- 
ing for one was astounded to see pus 
suddenly g^sh from under my knife. 
The opening which had been made 
was quickly enlarged, and something 
like a quart or more of pus was evac- 
uated, the tumor at the same time dis- 
appearing. A careful investigation 
revealed the following: The cavity 
from which the pus had been emptied 
was between the skin and muscles, the 
connective tissue having almost disap- 
peared. At the extreme lower end of 
this cavity an opening was found, pass- 
ing behind the muscles at their attach- 
ment to the iliac bone anddipping down 
into the region of the head of the cae- 
cum, where a large cavity was formed, 
the walls of which were evidently made 
up of coils of intestines adherent to- 



gether. Both cavities were lined with 
a thick pyogenic membrane, great 
masses of which could be torn away. 
Irrigation was practiced most thor- 
oughly; and two drainage tubes were 
placed ; one extending down behind 
the muscles into the abdominal cav- 
ity ; the other in that portion of the 
cyst between the muscles and skin. 
The incision was closed its full length. 
The recovery was slow but good. 
There is still a slight oozing from the 
sinus track, which is gradually becom- 
ing less and less. 

After the patient's recovery I was. 
by careful examination enabled to 
elicit the information that some three 
or four years ago she had an attack of 
inflammation in the region of the 
tumor, deep in towards the back^ 
which caused her an illness of several 
weeks, but which gradually and en- 
tirely left her. She knew nothing 
more of it until the hernia, as she 
called it, appeared and until I ques- 
tioned her closely had not connected 
the two together as cause or result. 
The original attack was undoubtedly 
an appendicitis, and the pus cavity had 
existed io a partial quiescent state 
for years, until some irritation arose, 
suflScient to cause its rapid develop- 
ment. Whether the truss had any- 
thing to do with this or not is doubt- 
ful, as she had worn it for almost two 
years, off and on^ without any indica- 
tion of trouble. 

Had I elicited the facts of the pri- 
mary attack of inflammation before 
the operation I might possibly have 
come to a more correct diagnosis in 
this case, and yet it seems to me more 
than doubtful, even had I known of 
the attack, that I should have arrived 
at a correct conclusion. The occur- 
rence of an abscess of this kind re- 
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maining quiescent for such a length 
of time being so unusual ; the lack of 
symptoms connecting the two occur- 
rences, the acute attack of appendici- 
tis, and the appearance of the sup- 
posed hernia; the existence of the 
apparent hernia for so long and finally 
its sudden and rapid growth ; the non- 
elevation of temperature and pulse, 
all tended to deceive. On the other 
hand the chances of sarcoma were 
•quite good. A small growth which 
remained quiescent or grew but slowly 
for a long while, suddenly taking on 
rapid growth, with all the appearance 
and position of such a tumor, cer- 
tainly furtiishes a sufficient excuse for 
the mistake, a mistake which resulted 
in no practical harm. 

MALIGNANT PERITONEAL CYST. 

I call the tumor in this case by the 
above title because I do not know 
what else to call it. I have never 
seen, nor have I ever heard of any- 
thing like it in all my experience in 
abdominal surgery. To the present 
day I am unable to say just what the 
pathological condition was. I will 
explain to the best of my abilities the 
condition of affairs as I found them, 
in the hope that some of the members 
of the society may enlighten me. 

Mrs. M. H. applied to me, during 
July last, for relief from an abdominal 
growth. At first sight she appeared 
to be suffering from a parovarian 
cyst. So plain did the diagnosis 
seem, that I took her before my class 
at the Polyclinic and demonstrated to 
the gentlemen present the appearance 
and diagnosis of this disease. The 
woman was of fair size, had lost flesh 
and suffered from indefinite bad feel- 
ings, due apparently to the size of the 
growth. The abdominal walls were 



thin, as was also the cyst walL The 
cyst contents were apparently of a 
watery character. The uterus and 
both ovaries could be palpated and 
were apparently free from the tumor. 
I presumed the tumor to be entirely 
free from adhesions, and demon- 
strated this fact to the class by pick- 
ing up the abdominal wall and moving 
it over the. surface of the cyst. The 
rapidity of the growth was noted and 
supposed to corroborate the diagnosis. 
There was no marked cachexia or 
emaciation. 

At the operating table I again 
stated that I was dealing with a par- 
ovarian cyst and that the operation 
would be a simple and quick one. 

Much to my astonishment, when I 
cut down to the cyst, I found it 
densely adherent to the parietal peri- 
toneum. With diflSculty only could 
I find the point of division at which 
to begin the separation. This I made 
slowly and cautiously, as my hand 
seemed to be passing through con- 
nective tissue, as though I were strip- 
ping off the peritonaeum from the 
abdominal wall. Many times during 
the process did I examine my ground 
carefully and anxiously, and could 
not satisfy myself as far as my eyes 
were concerned but that I was be- 
tween a cyst wall and the parietal 
peritonaeum, and yet all the time my 
sense of touch warned me that this 
was not true. Finally, after an ex- 
tremely bloody five minutes the flanks 
were reached on both sides, the pubic 
arch below and the upper limit (the 
diaphragm) of the tumor above. At 
all of these points I was met by a re- 
sistance such as one would meet with 
if they had separated two layers of a 
strong fascia up to its bony insertion. 
I was considerably nonplussed, but 



Digitized by 



Google 



OBSTETRICAL SOCIETY OF PHILADELPHIA. 



IS* 



determined to push ahead somewhere 
and get into the abdominal cavity if 
necessary to find my landmarks, and 
find if the posterior part of the tumor 
and the intestines were so adherent 
as the anterior part and the parietal 
peritoneum apparently were. Gradu- 
ally and cautiously I worked one 
finger through a weak point in the 
right flank, and after making the first 
break found it pass easily, apparently 
breaking adhesions, until it reached 
the spinal column and rested on the 
large vessels, it being completely pos- 
terior lo the tumor. No intestines 
had as yet been felt or seen. I with- 
drew the hand and now tried to break 
into the abdominal cavity at the 
upper limits oi the tumor, feeling 
that somehow or other I had made a 
great mess of what appeared at first 
sight to be an easy piece of work. 
In this attempt my finger entered the 
cyst itself, and I emptied therefrom 
a large quantity (a gallon or more) of 
darkish, flaky fluid. The interior of 
the cyst was soft and velvety, and 
was studded all over with either tu- 
bercular or malignant nodules, from 
the size of a millet seed to that of a 
pea. Through the posterior wall 
could be seen coil after coil of intes- 
tines; in fact the posterior wall 
seemed to be made up of these coils, 
held together by the soft velvety 
membrane grasping each and every 
coil as closely and uniformly as their 
peritoneal covering. It was impos- 
sible to move the cyst wall from the 
intestinal coils so closely adherent 
were they. 

I was now at a complete loss to ex- 
plain the condition, and frankly stated 
to the gentlemen present that I did 
not know exactly what I was dealing 
with or what to do with it. While 



talking, my finp-ers were playing about 
over the inside of the cyst in hope 
that I might find something to explain 
matters, when, much to my surprise^ 
they sank into the pelvis and came in 
contact with what appeared to be the 
pelvic organs. I supposed at first 
that I had inadvertently perforated 
the cyst wall and had thus entered 
the pelvic cavity. A careful examina- 
tion proved this to be incorrect. I at 
once, lengthened the opening in the 
cyst down towards the pelvis, and 
easily demonstrated to all the gentle- 
men present (there being some ten or 
fifteen) that all the pelvic organs were 
inside the cyst and were covered with 
exactly the same kind of lining and 
nodules as was the rest of the cyst. 
The uterus, both ovaries and both 
tubes were there intact. The ovaries 
had both undergone cystic degenera- 
tion, the cysts being as large as 
oranges. To the side of both ovaries 
and apparently growing from them 
were papillomatous masses ; the tubes 
were shortened and thickened, the 
fimbriated ends were both perfect, 
but short and stumpy ; the uterus was 
quite large and heavy. The whole 
pelvic cavity formed part of the cyst 
cavity, the bladder bulging into it 
from in front. Neither the rectum 
nor sigmoid flexture of the colon could 
be detected in the cyst. Through 
other parts of the cyst, as has been 
said, the intestines (as far as I can 
remember, the small intestines) could 
be seen and felt. Other abdominal 
organs, such as the liver and stomach, 
could also be felt, and were adherent 
to the cyst wall. 

A drainage tube was placed in each 
flank between the cyst wall and 
abdominal wall, and a third one was 
placed inside the cyst to the bottom 
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of th^ pelvis. The patient's recovery 
was slow but satisfactory. She still 
has a sinus into the pelvis, which will 
probably never close, and which dis- 
charges a variable amount of thin 
fluid from time to time. The nodules 
can yet be seen against the posterior 
surface of the cyst wall through the 
tube opening, which is as large as 
one's thumb-nail. The patient has 
gained largely in flesh, and is a much 
better woman, but far from well. She 
does not seem to have any very well 
defined suffering, but feels generally 
unwell and lacks strength and energy! 
She returns periodically to have the 
sinus dressed, and I shall most likely 
be able to obtain the specimen some 
day. 

The only explanation I am able to 
make of the case is, that there was a 
congenital anomalous distribution of 
the peritonaeum, which later in life 
took on malignant changes. 

discussion. 
Dr. Joseph Price: 

This is becoming a first-class surgical so- 
ciety, but as the other societies are not doing 
justice to these subjects, I welcome them 
here. Extrauterine pregnancy, abscesses in 
the pelvis and appendicitis constitute the 
main part of our work. Cystoma, whether 
neglected or early, is only a small part. Ap- 
pendicitis is becoming an exceedingly com- 
mon and serious disease. As abdominal sur- 
geons, we see it often at home and abroad. 
I rarely go away from home without being 
asked to see one or more cases of appendi- 
citis. I rarely go to a society meeting with- 
out being told of one or more cases dying in 
the neighborhood. For instance, I went to 
the Virginia State Medical Society, and while 
there I presume that I was told of half a dozen 
patients with appendicitis in the practice of 
my friends. A surgeon. Dr. Powell, of Alex- 
andria, died from the disease. He possessed 
a fine vineyard, and in the absence of his 
family spent considerable time in the vinejrard 
and ate freely of grapes, and died in a few 



days notwithstanding he had the care of two 
excellent physicians. After the use of poul- 
tices, turpentine stupes, etc., a surgeon was 
called, but the man was then dying. These 
cases are exceedingly common. We are not 
in the right society to discuss this subject, for 
the men are not here who cure these cases by 
palliative measures, opium and rest These 
men tell us of cases that they have treated in 
this way, following the opium by a little cal- 
omel or a little Rochelle salts, and the patients 
have done fairly well. On inquiry we learn 
that other cases treated by them in the same 
way have not done so well, and that after con- 
tinuing the treatment for several days, they 
have finally called in the surgeon when the 
patient was in a dying condition. These pa- 
tients often carry these abscesses for years, 
travelling from one part of the country to an- 
other in search of relief. I know of cases 
that have gone to Switzerland, and have had 
four or five attacks treated by poultices. 
They have then gone to Paris and been ad- 
vised to return to this country and have sec- 
tion done by an American surgeon. They 
travel around the country and have as man^ 
as twenty to- twenty-four attacks. Take the 
Chestnut Hill case, a boy who had had twenty- 
four attacks, treated by twelve different 
physicians, and reported as twenty-four re- 
coveries, but in the twenty-fourth attack Dr. 
Agnew removes the specimen and the patient 
gets well. The case, however, goes on record 
by twelve physicians, each curing two attacks. * 
I have a number of specimens from cases of 
appendicitis that have gone on record as 
cured by medical treatment. I have often 
had the specimen here, removed in the fourth, 
fifth or sixth attack, that some one was re- 
porting as a recovery under palliative treat- 
ment I saw a man in the West who had 
been treated for a number of attacks. The 
abdomen was half full of pus. I put in some 
huge drainage tubes and he recovered and 
went home in three weeks. That case had been 
treated in different cities by three physicians 
and reported as cured. Take the man on 
Chestnut Street who had had twelve attacks 
and died in the thirteenth. I have now a pa- 
tient in bed with the abdomen open and not ' 
a stitch in it. The incision was made for a 
huge pus collection without a suspicion of 
appendicitis. I discovered a hole in the head 
of the csecum large enough to admit the fin- 
ger, and the pus had burrowed far up toward 
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the right kidney. There were multiple pus 
pockets, posterior to the colon. I evacuated 
all that I could find, and washed out and 
drained with gauze. She is doing well. I 
could report these cases by the dozen. Not 
a week has passed this summer without a 
case of appendicitis. All of them had been 
neglected. All had had a number of attacks 
treated by so-called medicinal or palliative 
treatment without the slightest relief. 

Dr. George E. Shoemaker : 

I want to refer to the condition called "peri- 
toneal cyst ** reported by Dr. Baldy. While 
it is difficult to criticise a case that one has 
not seen, it seems reasonable to suppose that 
this was one of tuberculosis of the perito- 
nseum which had caused adhesion of the 
bowels to each other behind, forming the 
posterior wall, and a large accumulation of 
tiuid had taken place between this and the 
parietal peritonaeum; also that the parietal 
peritonaeum was largely thickened, and that 
this had been stripped from the abdominal 
wall, as Dr. Baldy himself at first thought. 
The peritonaeum, in some of these cases, does 
become greatly thickened. Some of my own 
work suggests this view, as I have seen the 
bowels massed behind, and also the parietal 
peritonaeum about a quarter of an inch thick, 
but not in the same case. 

Dr. Charles P. Noble: 

I was glad to see that in this case Dr. 
Baldy did not feel called upon to open the 
general peritoneal cavity and to separate all 
adhesions. I think that that point in treat- 
ment should be noted and should be com- 
mended. I think that some time ago the 
tendency was to do a too radical operation in 
desperate cases, and I have no doubt that 
thereby many deaths occurred in these cases. 
When patients are at the point of death they 
will not stand separation of all the adherent 
surfaces. At the same time, I do think that 
at times we shall be called upon the operate 
a second time in these cases, for, if there 
is a diseased appendix, evacuation of the 
abscess may not cure it. However, I be- 
lieve it better practice to do a second opera- 
tion than to have the patient die from the pri- 
mary operation. 

Dr. Harris A. Slocum : 

I wish simply to suggest that a possible 
explanation of Dr. Baldy*s case is congenital 



enlargement of the urachus. I can under- 
stand how such a condition might occur, — 
first enlargement and then malignant change. 
Under such circumstances there would be 
found marked adhesion in the middle line 
and over the parites as described by him in 
his operation. 

Dr. Joseph Price: 

Tubercular peritonitis often simulates cys- 
toma. Cases have been reported by McMur- 
trie, Johnson and Croome of this nature. 
Croome made a mistake in diagnosis in two 
instances. The same was the experience of 
Johnson and McMurtrie. My impression is 
that this was a case of tubercular peritonitis. 
Dr. J. M. Baldy : 

It has always been my custom to simply 
open these abscesses, irrigate and drain with- 
out attempting to find the vermiform appen- 
dix, if there was danger of breaking away 
the walls of the abscess. In the vast major- 
ity of cases, the appendix is already destroyed. 
In my case there was no trace of the appen- 
dix. I could have accomplished nothing by 
opening the general peritoneal cavity. As far 
as I know there is only one case reported in 
which there was a return of the abscess or 
inflammatory attacks, after an operation of 
this kind. The case was reported by Mor- 
ton. 

In regard to the second case, I am inclined 
to regard it as malignant and not tubercular. 
The ovary was undoubtedly malignant, and 
it seems fair to assume that the rest of the 
disease was also of a malignant nature. 
Dr. Joseph Price*: 

Dr. Joseph Price presented specimens of 
extrauterine pregnancy with the following 
remarks : 

The speciipen of extrauterine pregnancy is 
presented by Dr. Baldy is of interest. It is a 
common and a murderous disease. It is 
lamentable that we discuss it here where we 
are doing the work. It should be discussed 
before the two thousand doctors who are 
practicing in Philadelphia. There are a 
few points that I should like to discuss. In 
the first place as to its position. I think 
that they are primarily all tubal. In looking 
over the literature, I find that among promi- 
nent operators there is a tendency to drop 
down gently from the position which they 
originally held. Lawson Tait*s assistant, Mr. 
Taylor, recently presented a group of speci- 
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mens to the British Gynaecological Society, 
and his remarks show that he has changed 
his position to intraligamentary or broad lig- 
ament rupture. He has not a single case of 
that character to present. You will find that 
as the experience of operators increase that 
these reports will differ from their old reports. 
As yet I have the first broad ligament haemat- 
ocele or extrauterine pregnancy to meet, and 
this is with an experience of eighty-two cases. 
In numbers, I think I lead the world. 

Here is a tubal pregnancy. It has two or 
three openings. I do not know how many 
ruptures there may have been. These tubes 
rupture at all points except at the crest of the 
ligament. I believe that this is the strongest 
portion of the tube. The pavillion extremity 
is the most common seat of rupture. 

In these cases the death is a matter of dis- 
placement, it is a matter of haemorrhage and 
shock. The escape of a pint of blood into 
the peritonaeum will sometimes kill. A haem- 
orrhage of a quart from the vagina or uterus 
will not kill. The peritoneal cavity will not 
tolerate this blood. It is something aside 
from the mere loss of blood that kills. Take 
a reducible ventral hernia, excise the sac and 
return the bowel, and the patient gets well. 
If the hernia is large and irreducible and you 
put it back, it acts as a foreign body and -will 
kill the patient every time. 

This is the only foetus that I have ever 
known to go directly into the pelvic cavity. 
They are usually uppermost. I am looking 
for so called intraligamentary pregnancies. 
A few weeks ago Dr. Hoffman removed a 
huge baby enveloped in intestines. There 
was simply a friable new material forming a 
sac, but there was no well defined wall. I 
have one or two ectopic pregnancies which I 
removed without a ligature. The condition 
is tremendously on the increase. The case 
from which this was removed would probably 
at a later period have perished from hemor- 
rhage. Take the celebrated case of Dr. Mas- 
sey s. The woman was a witness in the court 
and had. her first attack of pain there after 
the absence of one or two periods. She was 
carried home in a swooning condition. A 
tumor was found in the pelvis. She was 
treated by palliative measures and electricity 
with some diminution in the size of the sac. 
Still later there were recurring attacks, and 
finally in the fifth or sixth attack section was 
done and an enormous quantity of clot and sac 



were removed. It was a question what had 
become of the foetus and when it died. The 
foetus escaped at the attack in the court room 
and died at that time. The subsequent 
attacks were due to recurring haemorhage. 

In a case which I have to report to-night, 
the woman had her first attack in May, after 
an absence of two periods. She had been 
sterile for twelve years. I presume that she 
had had twenty attacks. She had electricity 
for eight weeks until the placenta, foetus and 
everything suppurated. A huge rotten pla- 
centa, and a sac with a large foetus were re- 
moved. I am not sure that I could not have 
removed it by pinching it off. 

Many of these cases get well without oper- 
ation. Some after the second or third haem- 
orrhage. In this case the foetus was being 
digested rapidly, and in the absence of ad- 
vanced tubal disease which I believe favors 
suppuration in both placenta and foetus, the 
peritonaeum in all probability would have 
taken care of the foetus. The foetus all dis- 
appears with the exception of a few bones 
which come away through the bladder, bowel 
or umbilicus. Out of three or four hundred 
cases reported, in 123 bones came through the 
bowel or bladder. 

The danger from haemorrhage is the chief 
danger. Until this summer, suppuration had 
not occurred so often in my experience. The 
last three cases have suppurated. In these 
cases there was pre-existing tubal and ovarian 
disease or suppuration of ovary, which fol- 
lowed immediately upon rupture of the tube, 
I am satisfied that there is an advanced form 
of tubal disease which favors tubal pregnancy 
and also favors suppuration of the placenta 
and foetus after rupture. 

To me all these cases are instances of tubal 
pregnancy. I have never found one in the 
cornua or in the broad ligament. I have found 
them completely encysted by new material. 
I have found them boxed up by omentum 
and intestine. Just here I wish to say a word 
in regard to demonstrations by means of 
frozen sections. In operation I frequently 
demonstrate what in a frozen section might 
be considered broad ligament. A section of 
the bowel, new material or omentum would^ 
have been made which could have been called 
broad ligament If the foetus ruptures and 
goes into the broad ligament why should we 
have a condition of angry fixed omentum and 
bowel? We find peritonitis in about every 
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case. This method by frozen section strikes 
me as far from scientific. 

It requires some spunk and courage to 
face this question of tubal pregnancy and 
section. The whole thing is overwhelming. 
You find the woman blanched, in agonizing 
pain, and the pelvis full. There has be«n an 
absent or delayed period, and the woman pos- 
sibly has* thought that she was pregnant. 
When we come out and say that the woman 
has a ruptured tubal pregnancy and that sec- 
tion must be done at once, none of them are 
prepared to meet it, and nothing short of a 
consultation with some one who is pretty well 
known will bring it. I had a case this sum- 
mer where three physicians rather shook 
their heads when immediate section was pro- 
posed. The fourth kept quiet. While I had 
had sixty-nine cases without a death, I was 
myself not eager for the section, and was 
willing to try to improve her condition. I 
transfused her twice and saved her, but it was 



wrong, the transfusion should have been done 
during the operation, which should have been 
done without delay. As Dr. Agnew taught 
us in regard to all haemorrhage, we should 
seek for the offending vessel and tie it. Twenty 
years ago, I heard him urge the importance 
of trephining for apoplexy and tying the 
bleeding vessel. 

These quiescent cases that suppurate and 
come through the bladder and bowel are un- 
fortunate cases. In many there are faecal fis- 
tulae. 

The child free in the abdomen is quite a 
common occurrence. In Jessop'scase there 
was a living child free in the abdomen. It 
was taken out alive. Three or four such cases 
have been reported. I think in a case of Dr. 
Atlee's a child weighing nine pounds was 
found among the intestines. 

Elliston J. Morris, 

Secretary, 
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VENTRAL hernia FOLLOWING ABDOMI- 
NAL SECTION. BY DR. JOSEPH PRICE. 

The subject under discussion is 
one of more than ordinary interest 
and importance to the profession. It 
concerns vitally every one engaged 
along the legitimate lines of the pro- 
fession, the general practitioner and 
general and special surgeon. The 
general practitioner in his broad 
field repeatedly encounters the grave 
trouble and finds many embarrass- 
ments in dealing with it ; it is 
a source of untold anxiety to him, 
for he appreciates the annoyance to 
the patient, the suffering and phys- 
ical disabling generally incident to 
the trouble. And he further realizes 
the sequelae if not promptly and 
radically dealt with. It may be laid 
down as an axiom that these cases re- 
quire skill and promptitude in dealing 
with them. They are not cases for 
experimentation — the apprentice has 
no business with them. In them 
very little bungling will kill ; careful, 
expert surgery will save about all. 

The elements of success and the 
causes of failure in abdominal surgery 
should be kept well in mind. Many 
painful and anxious professional ex- 
periences teach these elements. We 
come to these discussions with the 
lessons to our work. The sequelae, in 
any or all cases of abdominal section, 
furnish the central point of interest 
in all our discussions. Ventral hernia 
following section has always been too 



frequent. Some of our more modern 
methods of closure, or rather non- 
closure of the incision, have predis- 
posed to the frequent occurrence of a 
very trying circumstance, great dis- 
comfort. I shall allude briefly to the 
predisposing causes to hernia as I 
discover them in my own practice : 

(i) Too rapid, hasty and imperfect 
preparation of the patient for section. 
The preparation should be prolonged 
and thorough, when possible. The bow- 
els should be thoroughly evacuated, 
accumulated /cecal matter freely dis- 
charged. After thorough practical 
preparation, rapidity in operating is 
of vital importance, minimizing the 
quantity of ether, the exciting cause 
of persistent nausea, which puts a con- 
stant and trying strain upon the heal- 
ing incision; it also lessens the expos- 
ure to contaminating environs and 
needless manipulation. It is the per- 
sistent vomiting after prolonged an- 
aesthesia in patients imperfectly pre- 
pared, charged with large quantities 
of faeces and bilious matter, that 
commonly occasions hernia. 

(2) Neglected or delayed operations 
in cases of emaciated and greatly ex- 
hausted patients. Those requiring 
heroic operations are most unfavor- 
able without careful preparation ; they 
are of the class where there is no time 
for preparation. They are difficult 
subjects for recovery, healthy union, 
consolidation and organization in the 
incision. Well placed dry dressing 
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and a comfortably placed tight band- 
age will give about perfect results. 
Wounds should be always closed dry 
and kept dry. Wounds uniting by 
first intention throughout are rarely 
followed by hernia. Stitches placed 
too tight and too far apart should be 
guarded against as favoring stitch- 
hole suppuration. Multiple suturing 
of incision, with imperfect and unre- 
liable material, strongly predisposes 
to hernia; nausea, too early feeding, 
restlessness and too much liberty 
given to nurse and patient, are also 
predisposing causes. The old surgical 
rule of rest, apposition and pressure, 
is of great importance. Scrupulous 
cleanliness in the preparation and in 
the surgery, and the avoidance of irri- 
tating solutions, are of paramount im- 
portance in all surgery, general and ab- 
dominal. The shortest possible in- 
cision, the least possible manipulation 
^but one set of hands — those clean, 
in contact with the wound. Assist- 
ants or bystanders should never touch 
a wound. A thorough use of the douche 
and well-placed small glass drains, 
vertical, never oblique, followed by 
perfect co-aptation of all divided 
structures by not less than three 
sutures to the inch. With an ex- 
perience of over one hundred ventral 
hernia operations, including umbilical 
hernia, I am prepared to express my- 
self as to the importance of more 
painstaking care in primary opera- 
tions. Patients suffer much discom- 
fort and anxiety from ventral hernia 
as well as other sequelae. Much of 
this is avoidable. The closing of a 
ventral hernia is interesting and in- 
structive. It is not a simple opera- 
tion, but an important surgical pro- 
cedure — one full of surgery. The 
opening or removal of the sac is com- 



plicated by bowel and frontal ad- 
hesions — all sequelae of an imperfect 
operation. 

Many of these operations are done 
for two purposes : (i) To cure the 
hernia. (2) To free all adhesions ; to 
relieve the patient of pain due to 
anchored viscera, and the risks of 
bowel obstruction, not uncommon in 
the presence of such adhesions. 

DISCUSSION. 

Dr. Charles P. Noble : 

1 think that we are all interested in the 
subject of ventral hernia, because, unfortu- 
nately, we all see them and we all have them 
in our own work. I think that no operator 
escapes some. With reference to what Dr. 
Price has said in regard to preparation for 
operation, every one agrees. Keeping the 
patient quiet on her back after operation is' 
also of importance. I keep the patient ab- 
solutely on her back for two weeks, and I 
think that the practice of allowing the pa- 
tient to roll about is a bad one. In the first 
place, because the patient is more uncom- 
fortable; and in the second place, because 
the movement favors hernia by pulling on the 
wound. 1 agree with Dr. Price in regard to 
not feeding early. 

With reference to sutures I shall outline 
my own practice. In the first place, as to 
the method of suturing. I have always 
sutured the abdominal wall very much in 
the manner that Dr. Price has described, and 
continued to do so until the present summtr. 
Since then I have abandoned the single 
through and through suture and expect bet- 
ter results in the future. Last spring I was 
in New York and saw Dr. Edelbohls operate. 
Instead of passing the sutures entirely 
through, he pushes the skin, with the under- 
lying connective tissue, to one side and in- 
serts the needle in the aponeurosis and passes 
it through the recti muscle and peritoneum ; 
then on the opposite side in a corresponding 
manner. When tied it is a buried suture. 
He uses silkworm gut and allows it to stay 
permanently. In an incision two inches in 
length there would be five or six buried 
silkworm gut sutures. Six strands of silk* 
worm gut add very much to the strength of 
the weakened part of the abdominal wall, 
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and I am sure that it will act as a prevent- 
ive of hernia. When I first saw this done 
it occurred to me that perhaps sutures tied 
in this way would act as irritants and 
cause trouble. I inquired of Dr. Edelbohls 
whether or not this had been the case. He 
stated that he had operated on fifty cases in 
this way and in only two had he found it 
necessary to remove a suture subsequently. 
Since then I have been using this method of 
suturing, and have had no trouble. I have 
had no sutures to take out, and the patient 
has not known that they were in the abdomi- 
nal wall. I am quite satisfied that leaving 
these six or eight silkworm strands will tend 
to prevent hernia. 

Another advantage of this method is that 
you see that the edges of the aponeurosis 
come together. The great objection to the 
through and through method, the method 
which Dr. Price has used, is that when the 
sutures are tied you do not know whether or 
not the aponeurosis meets end to end. One 
side may be above the other a quarter of an 
inch, or one side may be tucked in. By the 
method of suturing which I have mentioned 
you can see that the edges are brought to- 
gether. This, I think, makes stronger union. 
With reference to catgut I have not been 
favorable to it and use it but little. It is due 
to catgut, however, to say that those who use 
it claim good results. For instance, Dr. 
Dudley, of New York, makes the statement 
that he has had no hernia in some eighty 
cases where catgut was used. It is only 
proper that this fact should be mentioned. 

With reference to the length of time that 
patients remain in bed, every one will agree 
that the longer they are in bed the better. 
J have followed the rule of allowing them to 
get up in three weeks. With the buried 
suture I think that is long enough. If I find 
hernia occurring I shall leave them in bed 
longer. 

In regard to operations upon hernia. The 
operation described by Dr. Price is undoubt- 
edly a good one, otherwise it would not have 
given the good results that it has done. I 
think, however, that it would be better to re- 
duce the abdominal wall into the condition 
that it was at the time of the first operation. 
In making the incision we have practically 
three layers —the skin and subcutaneous tis- 
sue, the aponeurosis with the muscle, and the 
peritoneum with the connective tissue above 



it. I think that the proper way to operate 
on a ventral hernia is to try to restore the 
abdominal wall to that condition. I think 
that the peritoneum should be divided and 
dissected loose from the muscles, the entire 
face of the muscles should be made raw, the 
edge of the aponeurosis dissected out for the 
length of the incision, and the skin freed 
from the aponeurosis. In that way we know 
what we have got, as we have the layers un- 
der our eye. The sac must be dissected out 
as Dr. Price described, and the intra-perito- 
neal treatment must be done as he suggested. 
Having done that, I think that it is better to 
sew up the peritoneum with a running cat- 
gut suture and put buried sutures of silk- 
worm gut through the aponeurosis of the 
recti. The skin may be sewed with silk or 
silkworm gut. I have done several herni- 
otomies in that way, and while the time is 
not sufficient to enable us to know, I believe 
the method will give good results. 

Dr. G. Betton Massey : 

It does seem to me that this discussion 
emphasizes what I have so frequently said — 
that physicians should carefully consider the 
question of abdominal section instead of 
rushing into it blindly, as some of my friends 
have done. If Dr. Price has had one hun- 
dred cases of hernia come back to him after 
abdominal section, how many did not come 
back of those on whom he operated origin- 
ally? Then it occurs to me also that he 
probably has not heard from some of these 
patients on whom he operated for ventral 
hernia. I know how unfavorably patients 
regard these ventral hernias, and their occur- 
rence is one reason why they hesitate to con- 
sult operators, in cases that probably should 
be operated upon. It is also probable that 
some of these one hundred cases operated on 
for ventral hernia, with one per cent, of re- 
turn, may yet return, or go to some one else, 
or be so thoroughly disgusted with surgery 
as to permit him to suppose they are cured. 
Again, I may ask why he does not apply the 
same methods to the original operation that 
are so successful in preventing a recurrence 
of the hernia ? 

Dr. John S. Miller: 

I have performed this operation twice. 
The first was done about eight months ago. 
I looked into various works on general and 
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abdominal surgery as to the best method of 
closing a ventral herniaj but could get no 
satisfaction as to treatment; and finally, 
simply used my judgment and did the opera- 
tion in the following manner : I made an in- 
cision down through the sac and found the 
peritoneum immediately adherent to the 
skin. After opening the abdomen I felt for 
the margins of the recti muscles. After dis- 
secting out the peritoneum, I incised the 
edges of the muscles and dissected the an- 
terior sheath of the muscle, turning it back 
as a lekt. All the through and through 
sutures of silkworm gut were then inserted, 
and while an assistant held the parts 
together I stitched the peritoneum with 
a continuous catgut suture. Then with in- 
terrupted catgut sutures I brought together 
the two muscles, taking in the posterior 
sheath. The skin and superficial fascia were 
then closed and thus the parts were restored 
to their proper anatomical relation. The re- 
sult has been perfect. 

A short time ago I had another case which 
had been operated on three times at the Uni- 
versity of Heidelberg and once at Bonn, fol- 
lowed by failure«and increased complications. 
I found that it would not be safe to make the 
incision directly through the sac, as the in- 
testines were not movable below and they 
were adherent. I therefore made the incision 
above the umbilicus, in the line of the cica- 
trix, and with my fingers liberated the omental 
and intestinal adhesions. I then proceeded 
in the manner already described. At this 
time I feel that the result in this case will be 
as good as in the first. 

Dr. Joseph Hoffman : 

So far as hernia is concerned, I wish to ■ 
confine my remarks to one or two points. 
The first is in reference to silkworm gut. If 
silkworm gut can be left permanently in an 
incision with any advantage and with safety, 
especially in these hernia operations, I do not 
see why we cannot leave silver wire. The 
one is as unabsorbable as the other. In sev- 
eral instances I have seen silk-worm gut acci- 
dentally left in, but it has always proven a 
foreign body, not neces3arily causing suppu- 
ration, but it has worked its way out as a tack 
or pin or a bullet under the skin might do. 
While the question must be decided by expe- 
rience, from a physical standpoint I can 
see no reason why if one can be left the other 



cannot. We know that in perineal surgery, 
silkworm gut is par excellence the suture — 
better than silver wire, better than catgut or 
anything else— but we do know that no matter 
how carefully it is introduced, even in the cer- 
vix, it will not remain indefinitely without 
causing trouble, although I believe that there 
is a case on record in which a child was born 
with the suture still remaining. This is not 
a criticism of the method described, but only 
a question as regards the advisability of leav- 
ing a number of sutures under the skin with 
knots like those of silkworm gut. They be- 
come hard and unyielding, and how they can 
remain under the skin without producing dis- 
comfort is a question to me. 

In reference to the location of the incision, 
it has always seemed to me, apart from the 
matter of convenience, that those incisions 
where we have to go outside of the linea alba 
into the muscle have been less likely to lead 
to hernia. There is reason in that When 
we cut through the muscle, when we close the 
incision, we have not simply fascia or aponeu- 
rosis which does not unite very readily, but 
we have the muscle itself making the union, 
so that I am not sure that cutting to one side 
into the muscle itself may not be the expla- 
nation why hernia does not occur when the 
abdomen is closed carefully. Of course, you 
have the danger of cutting arteries in the 
muscles, and that is to be regretted as caus- 
ing a mussy operation. 

I have had four large ventral hernias and 
they have all gotten well. Upon one I did 
not operate. This was a case which Dr. Price 
saw with me, and in which the operation was 
not begun after etherization. The recti mus- 
cles could not be approximated, and the oper- 
ation was not done. Another case showed 
the effect of solutions in causing adhesions. 
The adhesions were something that 1 hope 
never to meet again. I had out of the abdo- 
men in freeing the adhesions at least six feet 
of the gut. The woman, however, got well. 
In this connection I want to say that I hope 
the Doctor will not follow out his inclination 
not to operate on big hernias. I do not be- 
lieve that in his case the death was due to 
the reduction of the hernia, but to the fact 
that the woman was a drunkard. Inebriety 
in any shape makes bad surgery for the doc- 
tor and the patient. You cannot expect good 
results where the patient is addicted to alco- 
hol. In the first of the three cases with which 
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I have had to deal, the gut was strangulated 
and the woman had been vomiting faeces for 
two days, and on the day of operation she had 
vomited a large wash-basin full of fseces. 
The hernia was as big as my hat, but the 
woman got well. The second hernia followed 
an enormous section in which solutions were 
used, but the woman recovered. The third 
case was one of hernia as big as my head in 
a woman 60 years of age. She recovered. 
If you will look into the matter, you will find 
that probably the mortality is in the condi- 
tion of the patient and not in any peculiarity 
of the peritoneum. The peritoneum is very 
tolerant. If it will stand great quantities of 
bichloride and the like, I do not see why it 
will not stand a bucketful of intestines. 

So far as the occurrence of hernia is con- 
cerned, it must happen in the practice of all, 
especially if patients are allowed to get up too 
soon, and especially I believe in fat women, 
for in fat women you have large quantities of 
omentum which gravitate into this region, 
and the fat of women seems to be opposed to 
muscular tension. While I do not doubt that 
many will question the truth of this proposi- 
tion, I think the fact remains that in slender 
women we are less apt to have hernia than 
in the obese. 

Dr. George I. McKelway: 

In reference to the matter of buried silk- 
worm gut sutures, I may say that I was m 
New York a few days ago as the guest of Dr. 
Edelbohls and he showed me a woman from 
whom he had removed a large ovarian cyst a 
year ago, aild in whom the muscular aponeu- 
roses were united with interrupted silkworm 
gut sutures. She had come back for an oper- 
ation for floating kidney. I had an opportu- 
nity to examine the abdominal walls. They 
were very thin, and with the finger every su- 
ture could be traced under the skin. I think 
there were as many probably as ten or twelve. 
The patient said that they had given her no 
discomfort whatever. I do not think that 
Dr. Hoffman's comparison of a silkworm 
gut suture, anchored to the aponeuroses, to a 
pin or bullet under the skin is a fair one. In 
the one case the suture material is anchored, 
while in the other the foreign body is loose 
and the motions of the individual move it, 
and so it irritates and finds its way to the 
surface. 

As to the suggestion of cutting through 



the muscle, if we think for a moment we shall 
remember that the fibres of the recti muscles 
run in the wrong direction for us to have any 
added strength from the healing of a vertical 
incision. It is made in the line of the mus- 
cular fibres. We all know how easy it is after 
reaching the muscle to separate the fibers 
with the finger or the handle of the scalpel. 
There is very little cohesion. I do not see 
how the reunion of merely separated fibers 
will result in stronger union than there was 
before. 

Dr. Joseph Price : 

The observations of the older ovariotomists 
verify the point made by Dr. Hoffman that 
no harm comes from splitting the recti 
muscles. Keith dwelt upon this point, and 
insisted upon it so much that I have heard 
him say that he was rather fond of splitting 
both muscles, as he got better union. I think 
that a number of others have gdne on record 
with the observation that it does no h;u-m, 
and that union is usually stronger and better 
if you split the sheath of the rectus muscle 
and expose it. I aim at the white line, but I 
have repeatedly noticed that where I have * 
taken the opposite side, and cut through the 
muscle, that no mischief has come, and union 
has always been complete, solid and perfect. 

These buried sutures do but little good 
once the incision has been united. They are 
loose in their entire circuit and do not act as 
splints. In all the primary incisions the 
sutures are left until the tenth or twelfth day 
or even longer. I have allowed them to re- 
main a month. In hysterectomy I do not 
change the dressings for sixteen days. I 
then find a dry wound up to the clamp. A 
stitch or two above the pedicle may be cut- 
ting a little and moist. The remainder of 
the sutures are found to be loose and have 
ceased to do good. They are no longer 
splints but are anchored to the recti. Just as 
these sutures have ceased to be of value, so 
the buried sutures, after the wound has once 
organized, are without value and act as irri* 
tants. They will behave badly in time. It is 
simply a matter of time. Not only will these 
cases come back with suture abscesses, and 
not only will it be iniportant to remove the 
sutures, but hernia will occur as often in these 
cases as where the sutures are removed. It 
gives me pleasure to go on record with this 
statement in anticipation of what must come. 
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Dr. Agnew used wire in ligating the pedicle 
in two cases. The patients got well nicely, 
but one of them came back in a month feel- 
ing badly and she died, and post-mortem 
showed an abscess about the wire. In the 
first Csesarean section done in Ohio, silver 
sutures were left in the uterus, and at the 
second Caesarean section the original row of 
sutures was seen. The operator simply cut 
down to one side and I think left a second 
row of silver sutures. 

Dr. Miller's operation is a perfect one, but 
it takes too much time. The through and 
through suture will do the same thing as the 
terraced suture. The approximation is just 
as perfect. The overlapping and dove-tailing 
of the aponeurosis is valuable. No harm 
comes of it. Aiming at a perfect coaptation 
of these two thin lines of divided aponeuroses 
is folly and avails nothing. I would rather 
have them overlap an inch than to be just in 
juxtaposition. That sort of refinement in 
discussing a subject of this kind is worthless. 

Dr. Massey would give the impression that 
one hundred of the cases on which I had 
operated returned with ventral hernia. I dis- 
tinctly said that I had done over one hundred 
ventral hernia operations. I did the opera- 
tion on a few of my own cases, although not 
many, not five per cent, of the series. Long 
before the days of abdominal surgery, ventral 
hernia was operated on. I commenced this 
work on umbilical hernia, and just here let . 
me say a word in regard to what predisposes 
to these hernias in regard to which Dr. 
Massey would speak a word of caution. I 
love conser\'ative treatment and conservative 
men, but these gentlemen are giving us a few 
of the cases that predispose to hernia. They 
are counseling many sufferers to wait and 
delay until it takes only a feather to depress 
the beam. They are not only giving us 
hernia, but they are giving us mortality. 
These conservative gentlemen and conserva- 
tive electricians have added a couple of per 
cent, to our mortality by their delay. There 
is nothing like promptitude in abdominal sur- 
gery. 1 would not counsel abdominal surgery 
for backache, clavus hystericus or sensitive 
spine, but for actual disease. For instance 
on Saturday morning I shall do an operation 
on a patient that Dr. Maissey has been treat- 
ing for a long time. Her condition is not 
very promising. Her chances would have 
been loo per cent, six months ago. I lost a 



patient last night who had been tinkered with 
for a year by a half-dozen of these persons who 
know as much about pelvic disease as a China- 
man knows about teaching Sunday-school. 

To return to the subject. Rest on the back 
is of vital importance. It is comfortable to 
the operator and also to the nurse. If you 
roll the patient about, as counselled by Greg 
Smith and others, and allow her a little 
liberty, she will give you and the nurse great 
annoyance and anxiety. A nurse can take 
care of four patients on their backs at ab- 
solute rest with more comfort than one patient 
with a little liberty. If you give an old- 
fashioned abdominal nurse her choice of the 
one or four patients, she will take the four. 

Food must be handled with care. I have 
sometimes thought that I would like to em- 
ploy somebody to watch the stomach and 
alimentary canal and order the food and get 
rid of all that myself. 

In regard to suture material and the method 
of introducing the sutures. The moment 
that you strip back the skin and go into the 
fat and cellular tissue, you enter structures 
not favorable to union and liable to suppura- 
tion. When you sink your knots into these 
structures you favor trouble rather than 
primary union. Silkworm gut is never ab- 
sorbed, but it is sometimes irritating, and the 
coaptation can not be made better by skip- 
ping the skin. It is my impression that 
coaptation will be better if the suture passes 
through overlying structures of some density 
and that this makes a better splint. This re- 
mains to be proven. Just here I may say 
that a few of us do not go to New York to 
have things proven in abdominal surgery. 

THE QUESTIONS AND LESSONS OF EC- 
TOPIC PREGNANCY. BY DR. JOSEPH 
HOFFMAN. 

In the last decade much has been 
learned of the nature of ectopic preg- 
nancy, SO much, in fact, that what was 
known previous to this period is of 
very little practical value. Of course 
this is meant only in the line of treat- 
ment. Previous to this we were in a 
maze of theory without the golden # 
thread ot positive knowledge to take 
us out of the labyrinth. Ectopic 
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pregnancy was looked on as a compar- 
atively rare occurrence, and when rec- 
ognized was considered only as a fatal 
accident, with now and then a lucky 
variation. Looking at the accident 
as within the peritoneum, and there- 
fore fatal, the axiom of all other sur- 
gery to deal directly with the affected 
part was disregarded, and, therefore, 
except in favoring circumstances the 

patient was lost When 

theory, not practical surgery, endeav- 
ors to control a surgical condition or 
to lay down rules for its treatment, 
indefinite action is often accompanied 
by foolish propositions, to accomplish 
in a round-about way what in the ordi- 
nary surgical procedure would be 
smiled at. So in the treatment of 
ectopic gestation we are met with sug- 
gestions that avoid the main issue, 
which should be to get rid of the for- 
eign mass, and that only strive, by 
doubtful and uncertain means, to 
obviate the danger of growth. Under 
this head I of course refer to elec- 
tricity and injection of lethal sub- 
stances into the sac. Others assume 
that the danger is not so great, after 
all, from the accident, and therefore 
elect to do nothing at all but, like the 
character of romantic fame, sit around 
waiting for something to turn up. 

What will turn up is always a mat- 
ter that can never be predicted even 
by those who advise delay, and ac- 
cordingly in whatever way considered 
their logic is a bad one. Electricity 
has so often been vaunted as a cure 
or a killing agent, that it is not worth 
while here to discuss the matter. 
From the standpoint of real surgery 
it has no place whatever, and that is 
the only ground on which to consider 
it. We might as well consider the 
logic of the application of the obstet- 



rical forceps from the standpoint of 
that most prolific creature our family 
feline, and thereby argue the instru- 
ment out of sight, as to consider the 
mere theoretical value of electricity 
alongside of the now positive surgical 
data in the treatment of ectopic 
pregnancy. The surgeon would treat 
this disease as all other disease is 
treated which involves the presence 
of a foreign body. Remove the offend- 
ing portion, the earlier the better, 
before complications are present, and 
before the growth is dangerous by its 
invasion of other structures. This 
argument cannot, and never will be 
appreciated, by those who linger along 
the brink of surgery, with one treat- 
ment for one class of patients and 
another treatment for a different class. 
If surgery is an exact • science, as 
within bounds it ought to be, the treat- 
ment of similar conditions should be 
identical. Variations may be neces- 
sary to meet the exigencies of special 
complications, but the principles 
should be invariable. Now, it should 
stand as a postulate that those who 
have handled directly ectopic preg 
nancy in all its phases, from early to 
late, are those who should decide upon 
the best way of treating it. It is so 
in all other branches of art, and this 
should be no exception. The same 
arguments apply to the injection 
methods. The point of disadvantage 
in the latter is that in order to escape 
positive harm exact diagnosis must be 
made. The argument here is so direct 
from the standpoint of exact surgery, 
that the presumed possibility of exact 
diagnosis before rupture is to be con- 
sidered problematical. As I have 
shown in another paper, the most var- 
iant conditions feign the history of 
ectopic gestation, and operation most 
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frequently shows the nonsense of 
being positive either as to its pres- 
ence or absence. But this aside, it is 
not the intention of this paper to go 
into a wide discussion of all that has 
been argued in reference to ectopic. 
I mean only to consider it in the light 
of surgical, not theoretical, data. In 
the light of actual interference, it is 
to be argued that those are the sim- 
plest cases that are taken previous to 
rupture, when they are so discovered, 
and hence to deal at once with a 
growth that is suspected to be a dis- 
placed pregnancy is the doctrine of 
practical surgery, because in surgical 
hands such interference is absolutely 
safe. 

Now, as to the let-alone doctrine of 
Freund, and those who say with him 
that ectopic pregnancy is a disease 
that very frequently cures itself. It 
is not worth while to dispute this. 
The same may be said of almost any 
disease, surgical or medical. The ar- 
gument applied to the practical affairs 
of a business world would be received 
with ridicule. It is no less ridic- 
ulous in surgery. Many conflagra- 
tions are self limited, but once in a 
while a Chicago or a Milwaukee is 
burnt down. 

The simile must end here, for when 
the women go down, too often the fall 
is like that of Lucifer, fatal. The 
argument would set aside paid fire de- 
partments. 

To say that the Life Saving Service 
of our coast should be abolished, be- 
cause now and anon there is a vessel 
wrecked without loss of life, would be 
regarded as the extreme of folly, and 
yet neither in the Life Saving Service, 
nor in the fire department is accident 
so absolutely certain of being avoided 
in skillful hands, or in careful ones, as 



in the early surgical treatment of ec- 
topic pregnancy, by surgical interfer- 
ence. No argument can demonstrate 
that this or that case will be fatal, no 
more than it can be absolutely told by 
the experienced surgeon whether this 
or that tumor of the breast is going 
to be malignant, or continue benign; 
and hence, as the rule is in tumors of 
the breast to remove them while they 
are benign, so the surgical and prac- 
tical and sensible view in which to 
consider ectopic gestation is to cut it 
short as early as may be, unless the 
child is viable. In the latter case, the 
treatment which seems to me most 
rational is that which will save the 
mother. If the child can be saved, 
all well and good, provided the mother 
is not lost. That is the way I believe 
each man here present would have his 
wife treated. If there is any married 
man of a different opinion I shall 
listen with diligence to his argument. 
In this work, which deals so directly 
with the lives of wives and mothers, 
I take it that the only just method of 
procedure is to treat each patient as 
we would have her treated if she were 
in our immediate family. This will 
bring conscience into the work, and 
thus work without conscience is 
cruelty. 

Experience has demonstrated that 
rupture may recur, and its recurrence 
kill. Hence to say that rupture is not 
always fatal is to agree to what we all 
know. 

What we all further know is that 
after one rupture the second or the 
third may be fatal, and that is suffi- 
cient argument not to wait for a sec- 
ond, or, indeed, to wait at all. In the 
direct treatment of this disease, we 
have only one indication to meet, that 
is the stoppage of haemorrhage, and 
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at times the treatment of shock from, 
haemorrhage. But this is the same in 
all surgical procedures at times, and 
cannot be argued as peculiar. In the 
deferred operation we have adhesions, 
and in the presence of a suppurating 
tube oftentimes pus complications 
to deal with. If the foetus has grown 
to any size, and has been allowed to 
remain,. then we have all the train of 
complications, found at the attempt to 
discharge the mass, at the umbilicus, 
through the rectum or vagina. These 
of themselves ought to establish the 
fact that, once' discovered, the mass 
should be removed before all the pre- 
ceding discovery, misery and danger 
are put upon the sufferer. From the 
arguments above deduced, it would 
seem that the region of perpetual 
theory and speculation is not the safe 
latitude for the woman suffering from 
ectopic pregnancy. Experience has 
placed the treatment of this affection 
outside of the line of maybe into the 
territory of is^ and the is means that 
surgically considered, taken at once, 
and even in apparently forlorn cases, 
the chances are for the patient's re- 
covery. Stephen Rogers enunciated 
the positive surgical maxim, to con- 
trol haemorrhage, and it remains a 
positive demonstration that a ligature 
will do this better than chance. It is 
a lesson that no one can tell what case 
will terminate in rupture; it is just as 
much a lesson of experience that no 
one can tell when a rupture will or 
not be fatal. It is just as positive a 
demonstration that a case that will 
bleed to death in operation, will bleed 
to death without operation, and hence 
it is not the operation that kills, but 
the delay. It is the non-fatal cases 
that recover, not the delayed ones, 
and as the delay that decides whether 



a case is or is not to be fatal is the same 
delay that kills, the lesson is not to 
delay at all. Crude methods are 
unwise where refined ones are at hand. 
Crude navigation, crude engineering, 
crude scholarship, have accomplished 
much, but these are no longer used 
where life and economies are consid- 
ered. Crude scholarship may veil a 
genius, but crude surgery never. He 
who to day goes to sea — in a tub — is 
considered unwise. Crude methods 
have a place only where better do not 
exist. Experience is the test of worth, 
and exact surgical experience cannot 
be displaced by any theory that avoids 
the discussion of essentials. The es- 
sentials of the subject under discus- 
sion are its frequent fatality, not its 
possible benignance, and the absolute 
simplicity of its treatment when early 
undertaken, by real surgery and sur- 
geons ; its curability even when the 
patient is in extremis ; the complica- 
tions and danger of delay in those 
cases that get well without interfer- 
ence, and the uncertainty whether or 
not interference may at last be not 
necessary. 

These are the essential questions, 
and they all have their answer in the 
axioms of positive surgery, not in the 
calculation of chances. 

discussion. 

Dr. G. Betton Massey: 

The reader of the paper makes the state- 
ment that this is a question of surgery and 
not theory. It appears to me to be still more 
a question of the supreme good of the patient, 
under the circumstances under which these 
cases occur. 1 do not know how many cases 
of extra-uterine pregnancy 1 have treated by 
electricity. I do not know for the reason 
that I have not taken the trouble to operate 
to establish the diagnosis by abdominal sec- 
tion ; but many tumors adjacent to the uterus 
of uncertain character have shrunken and 
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!n some cases disappeared under electricity, 
which were possibly ectopic pregnancies. I 
have been able to diagnose with reasonable 
<:ertainty three cases so treated by myself. 
Some of these have been reported. A recent 
case in a patient whom I shall search out 
and shortly present to the Society, was an 
interesting one. It was seen by a surgical 
member of the Society, and he agreed with 
me in diagnosing the case as one of extra- 
uterine pregnancy at about the second month, 
verified so far as could be prior to rupture. 
I may here refer to an interesting method of 
differentiating any living cyst, such as an 
extra-uterine pregnancy, from a dead cyst, 
such as a pus-tube, that was applied in this 
case. This consisted in carrying an intense 
electric light into the vagina, back of the 
cyst, rendering the whole lower portion of 
the abdomen, including the cyst, translucent. 
This showed that the cyst was not an accu- 
mulation of pus, as it might have been from 
the symptoms. The method in its applica- 
tion to the pelvis is an interesting one, but is 
at present limited to thin persons owing to 
weakness of the lamps used. I have recently 
seen the report of a method of transmitting 
the light rather than the lamp into the vagina, 
and this will enable us to differentiate all 
forms of living non-purulent cysts from puru- 
lent ones. The case referred to demonstrates 
the harmlessness of the method by electricity, 
a method that any moment might have been 
stopped and an operation resorted to if that 
had become necessary. Under this method 
the size of the cyst was in the course of some 
weeks reduced from that of the fist to that 
of a walnut The patient was last seen in 
August, and there was no appreciable evi- 
dence of the tumor. 

I merely wish to say that the use of this 
conservative agent, it seems to me, is con- 
fined to very early discoveries of extra-uterine 
pregnancy prior to rupture ; and these cases 
I believe can be invariably cured by it prior 
to the third or fourth month. After that it 
rests with the surgeon whether he would 
prefer to kill the foetus prior to operation. 
In cases after the fourth month, occurring in 
country practice where a surgeon is not at 
hand, the application of foeticidal currents 
will permit the patient to be safely trans- 
ported to a place where surgical skill can be 
obtained. 



Dr. J. Price : 

At one time I felt that a few of these cases 
got well without operative interference. Now 
I think that I should reduce it to a very few 
indeed. Had I not had three experiences of 
a suppurative nature a'ter rupture, I should 
not feel the importance so much of surgical 
interference at all times. I believe that 
primarily all these cases are tubal and I 
believe that they rupture, and I am satisfied 
that exceptionally few, if any, ever go to four 
months or even three months without rup- 
ture. I have never seen one nor known of 
one. 

I pass around a photograph of a recent 
case. I have had two cases within a short 
time, and had the diagnosis been made in 
the first case as in this, the baby could have 
been saved. In these cases, notwithstanding 
the child lives to term, the rupture takes 
place early; rupture of the tube at least, 
possibly not of the membranes in one case. 
In the second case the sac consisted simply 
of the membranes and new material. It was 
as thin as tissue paper. If we accept the 
statements of the patient and her husband, 
the child was a month beyond term and was 
living. It had not that healthy appearance 
when delivered of a child from the right 
source, but its size was enormous. The child 
is now very energetic and remarkably healthy. 
I refer to this case simply to fortify the dis- 
cussion made here a month ago, without this 
experience. There has been nothing in my 
surgical experience to correspond with that 
of Mr. Tait and Hart and Barbour, except 
that with Mr. Tait I believe that they are all 
tubal and all rupture, but the remainder of 
his experience, that they go into the broad 
ligament and go on to term, I am not williiig 
to accept for a moment. Mr. Tait and Hart 
and Barbour would classify this as a broad 
ligament or intra-ligamentary pregnancy. 
Not so for a moment. It was as far removed 
as possible from the left broad ligament. I 
took especial pains to make a pelvic exami- 
nation and study the distribution of the 
peritoneum from the left cornua well out on 
the tube to settle that question. It never 
was in the broad ligament. The tube rup- 
tured, but the foetus remained in the mem- 
branes and continued to develop. The his- 
tory of early rupture was clear. In the other 
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case the physician did not get an accurate 
history and failed to develop the fact that 
rupture had occurred early. By careful in- 
vestigation I found that there was a clear 
history of rupture taking place on the street. 
After leaving a street car she fell unconscious 
and fainted on the street. The child went 
on to term and she had a spurious labor, at 
which time the child should have been saved. 
I operated later and the woman was saved, 
but the foetus was dead. 

Dr. Massey speaks of the use of electricity 
at the third or fourth month. In all the cases 
that I have seen, rupture has taken place long 
before the third month. If he will read Dr. 
Formad*s experience he will see that in thirty- 
five fatal cases none was beyond three 
months. Some had gone a week over time» 
some two weeks, and all had died suddenly 
except one in West Philadelphia. There was 
a chance of saving one case out of thirty-five. 
It is a curious fact that Dr. Formad was the 
only coroner*s physician that ever found 
ruptured tubal pregnancy. These cases had 
formerly been set down as accidental haemor- 
rhage. The true nature of the case was not 
understood, notwithstanding the fact that 
some scientific men occupied this position. 
I call attention to this to show how careless 
so-called scientific men sometimes are. They 
all had these cases, but it remained for the 
surgeons to demonstrate not only the path- 
ology but also the importance of surgery to 
save the lives of these cases. 

I scarcely feel that more than one or two 
per cent., possibly five per cent, can get well 
without operative interference. We still hear 
something about so called pelvic haematocele. 
I find in those cases in which the symptoms 
answer to those given in the book as those of 
pelvic haematocele, a clear history of concep- 
tion, a delayed period or absence of two pe- 
riods or more, with characteristic peculiar 
severe pain, collapse, recurring paroxysms of 
pain compelling her to remain at rest. Those 
cases of so-called pelvic haematocele present 
precisely the same history as the cases we are 
constantly operating on for tubal pregnancy 
and finding the foetus and quantities of blood 
and removing the foetal sac with a great hole 
in it. .1 have sometimes examined these cases 
and found the pelvis full of a boggy mass low 
down, and sometimes after deciding on sec- 
tion have wondered, " Can this be a case of 
so-called pelvic haematocele that I have read 



so much about?** With eighty-two experi 
ences with quantities of blood in the pelvis 
in my own practice, I have the first case to 
find. I am beginning to stop thinking about 
so-called pelvic haematocele. 

The importance of reading papers on this 
subject and discussing it is my only excuse 
for continuing the discussion. I look upon 
it at home and abroad as a missionary work. 
The symptoms are so alarming, the mortality 
so large, the number of cases so great and 
the results so pleasing, that I always hesitate 
to make an apology for the dogmktic way in 
which I express myself on this subject. 

Dr. Joseph Hoffman : 

I had hoped that the phase of the treat- 
ment of the child after viability, or of allowing 
it to go on to viability, would have received 
more attention. I do not believe much in it 
myself. In fact I do not believe in it at all, 
if by any means we can discover the preg- 
nancy early. As I made the point in the paper, 
I should as soon think of allowing a tumor ta 
grow in a woman's breast to see whether it 
was going to turn out malignant or benign 
before removing it, than to allow ectopic 
pregnancy to go on if I found it early. The 
sentimentalism that considers an uncertain 
child in a precarious position, is too weak for 
sensible medicine. If the child can be saved,, 
well and good. If it cannot, well and good. 
We want to save the mother. 

The point in reference to electricity in these 
cases is the diagnosis. Dr. Price I know has 
opened many abdomens expecting to find 
ectopic pregnancy, but did not find it even 
after the symptoms of rupture. Even after 
the stoppage of the menstrual flow for some 
months, the presence of a large mass to one 
side, haemorrhage, apparent discharge of 
membranes, the diagnosis cannot be made 
positively. That any one looking at these 
cases not from a surgical point, can, by plac- 
ing their hands upon the abdomen, say what 
is there, even with the aid of the electric light, 
I am sceptical. I question the ability to do 
this, because we so often make a mistake even 
when we open the abdomen. 

The question of removing these masses in 
the early months is one that we deal with 
positively from a surgical standpoint. That 
is the safe time. The effect of electricity, it 
must be confessed, is problematical. The 
current used is now preferably the faradic 
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current. This has little or no electrolytic 
power. Why such a current will cause the 
foetus to be dissolved or absorbed is a ques- 
tion. Again, it must be remembered that the 
length of time required to destroy the foetus 
is usually during the time in which rupture 
occurs. The stimulation of the galvanic cur- 
rent, if it is used, may rupture the sac. Dis- 
cussion in this matter will never be closed for 
the simple reason that the men who do not 
do surgery, and do not understand it, or can- 
not understand it or will not understand it, 
rely upon tentative methods, and we will al- 
ways find those who will side with them. The 
surgeons and those who believe in surgery as 
an exact science or art, will have the most 
advocates among those who are practica 
and will have the gpreatest number of advo- 
cates who look for positive results of careful 
painstaking work. 

SOME OBSTETRICAL EXPERIENCES IN 
THE "SLUMS," AND SPECIMENS OF 
HYDATIDIFORM MOLE OF UTERUS 
AND TWIN PREGNANCY IN MEM- 
BRANES AT FIVE MONTHS. BY DR. 
HORACE FOX. 

The obstetrical experience which 
may be obtained among the poorest of 
the poor in the obscure sections of 
Philadelphia is of the highest practi- 
cal value to the undergraduate and 
graduate. He mostly meets the Rus- 
sian Jews^ Irish, Negroes and Italians, 
thereby familiarizing himself with the 
characteristics and peculiarities of 
these races. The most ignorant, ad- 
verse and troublesome of these is by 
far the Russian Jew ; indeed, it re- 
quires about twice or thrice as much 
work to bring such a case to a suc- 
cessful termination as one of any other 
class that I have had occasion to treat. 

It is without doubt of decided bene- 
fit to the student, as it forces upon him 
at least one quality of paramount impor- 
tance, and that quality is executive 
ability. The Irish, Negroes^and Ital- 
ians are decidedly more tractable, yet 



at times they are wont to cause you 
some apprehension. I doubt whether 
there is an institution in the United 
States that offers to the student or 
young physician as many advantages, 
to familiarize himself with practical 
midwifery among these classes, as the 
Philadelphia Dispensary. I am my- 
self deeply indebted to its chief, Dr. 
Joseph Price, for his faithful, kind and 
courteous assistance to me. 

During my connection of about 
three years with the above institution, 
I have had the advantage of attend- 
ing some few hundred obstetrical 
cases, including septicaemia ( I desire 
to state that the patients were in- 
fected before I took charge of them), 
eclampsia (nephritic and epileptic), 
peritonitis, hydatidiform mole of 
uterus, erysipelas and other affections 
complicating labor and the puerperal 
state, besides having used the forceps, 
performed version and craniotomy. 
The results have indeed been quite 
gratifying, having lost but three c^ses. 
The first was a case of puerperal ec- 
lampsia (nephritic); it was the first case 
of obstetrics I had ever attended and 
while I was as yet a second year stu- 
dent. The woman had been delivered 
ten years previously at St. Bartholo- 
mew's Hospital. London, and had at 
that time severe and almost fatal 
nephritic eclampsia, and was specially 
warned to avoid getting in the preg- 
nant condition again. The autopsy, 
performed by Dr. Crozer Griffith, 
showed the kidneys to be in a second 
stage of a chronic parenchymatous 
nephritis, thickening of the blood-ves- 
sel walls, and vegetations on the mi- 
tral valve. 

The second was a case of pneumonia 
with pleurisy and efifusion. I was not 
called to see this patient by the phy- 
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sician (not student) in charge until 
eight days after delivery, and. then 
found her with a temperature of 94° 
and pulse not countable at radial and 
praecordial region. The physician was 
just slightly concerned about the 
case, as he could not understand the 
cause for such a low temperature and 
as it had been below 98° for two days. 
The study of calorics would have pos- 
sibly been more in his sphere and 
more advantageous to him than the 
study of medicine. 

The third, a case of heart exhaustion, 
occurring within eighteen hours after 
delivery and caused by excessive beer 
drinking. I did not see this case until 
seventeen hours after delivery and 
she was comatose and but faintly re- 
spiring. I hardly think that the two 
last cases should be counted among 
my mortality, as they were moribund 
when I saw them for the first time. 

As to the septicaemic cases I think 
they are of -interest because they de- 
monstrate that they are not necessa- 
rily fatal even when the surroundings 
are filthy and totally unhygienic. By 
strictness, thorough command over the 
patient and the residents of the same 
abode, combined with untiring atten- 
tion to your patient, making the sur- 
roundings as cleafn as possible, and 
the unsparing use of antiseptics, you 
will most likely pull the case through 
to a successful termination, even 
though it occurs in the "slums.** The 
cause in two cases was due to putrid 
decomposition of retained portions of 
placenta; the other due to criminal 
neglectfulness on the part of the grad- 
uate. He frankly acknowledged that 
he had not even washed his hands 
with soap and water. They all had 
good recoveries. The eclampsia (epi- 
leptiform) case is also of interest. 



The patient gave a history of having 
"fits** as long as she could remember, 
and they occurred on an average of 
once every three weeks. During her 
first labor she had a "fit** and the 
foetus was bom asphyxiated, from 
which condition it did not rally. I 
could not find out from her in what 
stage the "fit ** occurred. During her 
second pregnancy and labor she had 
none whatsoever. I delivered her in 
her third labor and she had a convul- 
sion in the second stage, the head be- 
ing down in the inferior strait and 
close to the perineum. The fit lasted 
for about one or two minutes, and she 
was comatose for one and a half hour 
afterwards. The forceps were applied 
immediately upon the stoppage of the 
convulsion. She had no more con- 
vulsions during my attendance upon 
her. 

The case of hydatidif orm mole of the 
uterus is also of interest, as it is com- 
paratively rare. I shall probably 
report this case more fully at some 
future time. The specimen that will 
be passed around is but a small portion 
of the amount removed from the 
uterus. Now, as to some experiences 
with the physicians and- students, 
their lack of obstetrical knowledge is 
really surprising when you take into 
consideration the facilities offered in 
this city for thorough training in the 
art of midwifery. I meet on an 
average about one hundred students 
and physicians yearly in my work 
connected with the obstetrical depart- 
ment of the Philadelphia Dispensary, 
the majority being students connected 
with the various medical colleges in 
this city. The main point in which 
they all appear to be lacking is the 
fundamental ptinciples of obstetrics, 
theoretical and practical. The branch 
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of obstetrics as taught to-day in the 
various medical colleges is far more 
neglected in its rudiments, as regards 
theoretical and practical work, than 
some of the other branches, which are 
to the student of far less importance. 
A two years' obligatory theoretical 
course with one year of obligatory prac- 
tical work on the manikin, etc., 
where three years are required, and a 
three' years' obligatory theoretical 
course with two years of obligatory 
practical work on the manikin, etc., 
where four years are required, would 
be not only of decided advantage to 
the student, but most certainly to 
those patients who in the future he 
would deliver. Not only is he taught 
too little obstetrics, but he is also 
taught the scientific theoretical por- 
tion before he is familiar with and 
able to thoroughly grasp the simpler, 
yet at that time to him the far more 
important portions of midwifery. To 
exemplify, viz., many times have I 
been called to deliver with instru- 
ments when the woman was but as 
yet in the first stage of labor, to cor- 
rect a transverse presentation when 
the head was engaged at the linea ter- 
minalis, to deliver the second foetus of 
a supposed twin pregnancy, because 
the placenta had not come away, and 
to deliver adherent placentae when 
they were in the vagina. Now, I argue 
if those men and many others had 
better or even as much theoretical 
training in the rudimentary port ions of 
obstetrics as they had in the more ad- 
vanced portions, they would not be so 
apt in erring ; therefore, better train- 
ing in the methods of detecting un- 
complicated cases and bringing them 
to a successful termination, before he 
is taught to detect complicated cases 
and the manoeuvres necessary to bring 



them to a successful termination, 
would be decidedly more advantageous 
to him. He is also taught to expect 
too much of his patient ; in fact, to 
expect the " niceties '* ready and at 
his immediate command when he 
arrives to take charge of the case. 
How many physicians in their first 
case have the bed arranged, mother's 
and child's clothing, bed linen and 
many other "necessaries" ready for 
them ? The vast majority attend 
their first case and many subsequent 
cases up an alley. On arriving he is 
not very apt to. have even the basin, 
soap and water ready for him. Now 
comes the time when even the "neces- 
saries" are absent, and his teachers 
and text-books have failed to tell him 
what to do in such cases, with the 
consequence that he becomes muddled 
and does not know where to begin. 
Teach him what to do in just such 
cases and he will readily adapt himself 
to the " niceties " when they are at 
his command. Now as to the practical 
portion of obstetrics. There are 
many who do not know how to make 
a vaginal examination. They enter 
the vagina wherever their finger finds 
an opening and grope around until it 
by chance strikes the os externum, 
causing the patient much unnecessary 
pain and uneasiness. 

I remember one student who could 
not enter the vagina at all, but still 
he made a diagnosis of a vertex pres- 
entation and right occipto-anterior 
position. As to ballottement they 
are also at loss when they come to 
put it to practical use, and I may also 
state that few know correctly the 
definition of the word, yet at the 
same tirpe they pronounce the word 
with a beautiful correctness and ac- 
cent. Palpation is to the vast ma- 
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jority quite unnecessary ; that is, be- 
cause they know nothing about it. 
Never have I found one who did not 
begin to palpate elsewhere than the 
superior opening to the excavation. 
I know that there are a few of the 
authors who advocate commencing 
palpation at any portion of the ab- 
domen, and arrive at the diagnosis 
by synthesis, but the vast majority 
say to seek the anterior part of the 
superior strait first, and this I think 
is taught by all the professors teach- 
ing obstetrics in Philadelphia. When 
it comes to map out and outline the 
foetus they use their hands as if they 
were digging clams. They can talk 
to you in the most eloquent style 
how delicacy of touch, etc., should be 
observed, but practically they know 
nothing about palpation, nor will they 
until they have a thorough systematic 
training on the manikin. In deliver- 
ing the placenta it has not as yet 
been my fortune to come across one 
student who could do so properly. I 
have repeatedly asked them how they 
are going to deliver the placenta, and 
before finishing the question I receive 
the answer, by the Crede method. 
Ask them to explain the Crede 
method and regularly do I fail to re- 
ceive the answer. They are all timid 
about handling the funis. It has 
been my habit in demonstrating the 
delivery of the placenta to tell them 
to catch the funis between the index 
finger and the thumb, and use only 
sufficient force to make it tense when 
at the same time they have the 
fundus in their other hand. My 
reason for so demonstrating is, that 
having so little experience they can- 
not detect by the hand over the 
uterus when the placenta has de- 
scended ; therefore, by making the funis 



tense it will slacken considerably 
when the placenta has become de- 
tached and descended, and they will 
accordingly know that should it fail 
to be delivered after the cord has 
become slackened, it is possibly either 
in the lower uterine segment or 
vagina and not adherent. As yet I 
have had no cause to regret demon- 
strating the above manoeuvre in con- 
junction with the Cred6 method of 
delivering the placenta. As regards 
the management of the child-bed they 
are also sadly deficient. In conclu- 
sion, I would urge to teach the stu- 
dent earlier and better and give him 
more plain theoretical and practical 
work in obstetrics; let him be thor- 
oughly quizzed not only in the theory, 
but also in the practical work; that 
he be disciplined on the manikin in 
detecting presentations and positions 
as they commonly occur, and that he 
be urged tb read and study good 
standard books and not compends, 
etc., as they should never be recom- 
mended or found in the hands of a 
student seeking an obstetrical educa- 
tion. 

As regards the specimen of twin 
pregnancy in the membranes at five 
months, I have nothing to say, other- 
wise than the parents deny ever 
having had syphilis, and that it is 
presented because of its rarity. 

DISCUSSION. 

Dr. J. Price : 

Dr. Fox deserves great credit for present- 
ing his work in the practical manner that he 
has done. He has had a large and varied 
experience in the alleys and courts which very 
few are willing to undertake. It is very dif- 
ficult to get men to practice obstetrics. I 
have singled out a hundred men and have 
assigned them ten or twelve cases, and after 
they had attended a few they would return 
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and say that they had enough. I have re- 
peatedly asked men to attend a hundred cases 
of obstetrics in their own neighborhood, as 
this would give them a fairly good experi- 
ence. There has never been a premium upon 
skilled obstetrics. At one time it was done 
by vulgar, ignorant midwives, and in this city 
in 20,000 labors, 5,000 are reported by mid- 
wives. There are from 120 to 130 midwives 
practicing in this city. This is simply dis- 
graceful in an educational, scientific centre. 
No woman should be attended by a midwife 
unless she bears a diploma from a good mid. 
wifery school where the theoretical and prac- 
tical training is carried out as in Germany. 
We have no such school in this country. 

We have all felt the importance of early 
teaching and practical preparation of the 
student for practical work. Obstetrical in- 
struction unfortunately begins with the sec- 
ond year, and in some schools the student for 
examination purposes, shirks obstetrics even 
in the second term, hoping to pass on every- 
thing else, thinking that he will have ample 
time to make it up in the last year. They 
come to me in numbers without even the the- 
oretical instruction of one term. So much 
has this been the case that I think that ob- 
stetrics should be taught during the first and 
second yearsf as this is one of the branches 
in which early practice can be had. Men 
come to me without having read a single work 
on obstetrics and with only the knowledge 
contained in a compend, and want me to put 
them to work. Many of us have given these 
men practical assistance, and if with this they 
would take a crani from their quiz master or 
from some coacher about the college, it would 
be of some value to them in this work, but they 
fail to do that. It is difficult even to get them 
to buy NeePs little book on Palpation. More 
than half of them do not own a classical work 
on obstetrics. They are living on compends 
and notes. One thing that I have always felt 
the need of, is that teachers recognizing the 
importance of this work, should give their 
pupils some little plain counsel as to what 
they should do and how they should do it, 
but they never receive it. Again, their treat- 
ment and behavior towards the men who con- 
trol the institutions that assign them this 
material. It is exceptional for a student to 
know anything whatever in regard to the 
proper manner of treating the man who as- 
signs him half a dozen cases. I assign a man 



a number of cases and the first thing he does 
is to have in consultation ]^is quiz master who 
has no responsibility in the matter. Dr. Boyd, 
controlling the Lying-in Charity, is held re- 
sponsible by the directors. Let there be 
some carelessness on the part of a student, or 
something go wrong, and he will soon be 
called to task. Nothing has been so annoy^ 
ing to me as the meddling of these college 
parasites with the work outside. 

TWIN PREGNANCY OF UNUSUAL INTER- 
EST. BY DR. WILLIAM S. STEWART. 

SuPERFCETATiON in a bifid uterus i&^ 
the anomaly which I have the honor 
to describe to you to night : 

Mrs. R., a primipara, was attended 
by me this summer. There were no 
special symptoms during gestation, 
except a little more general discom- 
fort than occurs ordinarily during the 
same period. In making a preliminary 
examination previous to her confine- 
ment, there was only one foetal heart 
sound audible. Still her size and dis- 
comfort caused a suspicion on our 
part that there might be more than 
one foetus in utero. After a long 
and difficult labor we were permitted 
to deliver her of a large child (weigh- 
ing about ten pounds), which was 
asphyxiated in the birth. 

Shortly afterwards, in examining 
the abdomen with the intention of re- 
moving the placenta, we found there 
was a hard resisting body in the right 
upper comer of the uterus, which, on 
investigation, internally proved to be 
another undeveloped foetus, confined 
in the locality mentioned. Without 
considering the possibilities of this 
existing foetus, being more anxious 
and concerned for the already ex- 
hausted mother, I ruptured the mem- 
branes without delay, and forced a 
rapid delivery of the remaining con- 
tents, which proved to be an immature 
living foetus of from six to seven 
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months* gestation, weighing about 
two pounds, and, strange to narrate, 
still alive, nearly two months old. 

To summarize the peculiar features 
of this case we have : 

(i) An increase of the usual dis- 
comfort of the expectant mother dur- 
ing gestation. 

(2) The lack of power of the di- 
vided uterus to expel the first foetus. 

(3; Entire, distinct and separate 
placentae. 

(4) The difference of time in the 
conception and development of the 
two separate ovules. ^ 

DISCUSSION. 

Dr. J. Price : 

I have seen several cases, although not 
exactly like those reported. I remember one 
very well ; a patient whom I had assigned to 
a Jefferson student After watching the case 
all day, he came to me about eight o'clock 
and said that something was wrong, that the 
woman was full of foetal heart sounds and 
full of baby. I went with him and recog- 
nized two foetal heart sounds. I made him 



puncture the membranes, and in a short time 
he delivered a large child, which he carried 
down stairs to the old colored woman in 
charge. When he came back the second 
child was presenting. The second mem- 
branes were punctured and the child de- 
livered. This was carried down stairs. He 
came back, and on examination said that a 
third was present He then delivered a third 
child quite macerated, dead, perhaps, for a 
month. I afterward got the history of a fall 
down stairs at the eighth month with quite 
free bleeding. I presume that the third child 
was killed at that time. 

Dr. W. S. Stewart : 

I regret that I did not comprehend the 
situation of the second foetus before ruptiu-- 
ing its membranes, and should have had it 
complete the full period of gestation in utero. 
The lesson to be learned is not to be in haste 
to deliver where you find that the placentae 
are separate and the children occupying 
different compartments of the uterus. I 
have reported this case, not only for its 
rarity, but as a warning to those who should 
happen to have a similar opportunity of pre- 
venting an undeveloped foetus from being 
prematurely forced into the world. 

Elliston J. Morris, M.D., 
Secretary, 
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A case of pelvic HiEMATOCELE 
TREATED BY ABDOMINAL SECTION 
AND GAUZE DRAINAGE. BY EDWARD 
P. DAVIS, M.D. 

The patient, aged 33, was a woman of 
German descent, above the average 
stature and of superior physical de- 
velopment. She was of swarthy com- 
plexion, and her general health uni- 
formly good. As regards her family 
history, she stated that her mother 
was operated upon by the senior 
Gross for ectopic gestation, that she 
recovered, but suflfered from irregular 
menstruation, and died at 37 of "con- 
sumption of the bowels,** possibly 
tubercular enteritis. The patient 
married at seventeen, having been 
in good health previous to marriage, 
her menstruation regular and com- 
paratively painless. A year after 
marriage she gave birth to a living 
child at term, her labor having been 
normal and her convalescence speedy. 
Two months after the birth of this 
child she had a discharge of blood 
from the genital tract, which persisted 
for two months. She gradually grew 
better of this, but suflfered from bear- 
ing-down pains. Her menstruation 
occurred regularly every twenty-eight 
days until four years ago, when she 
became pregnant a second .time. 
This pregnancy was terminated by 
the expulsion of a sac, undoubtedly, 
from the patient's description, an 
embryo and its appendages. This 



was accompanied by pain and haemor- 
rhage. She recovered from this and 
menstruated regularly until February 
13, 1892, when she was seized with 
sudden pain, syncope and vomiting. 
There was no discharge of blood. 
She was seen by a physician, who 
recognized what he thought was a 
placenta in an early period of de- 
velopment. After two weeks' illness 
in bed she convalesced slowly and 
came under the notice of the writer 
about six weeks after this illness. 
She then complained of pain across 
the abdomen, of a bearing-down sen- 
sation, with a feeling of weight in the 
pelvis. Her general nutrition was 
excellent, and her muscular strength 
considerable. An examination per 
vaginam revealed the uterus slightly 
enlarged and retroyerted. A tumor 
filled the lower portion of the pelvis, 
into which the uterus was merged. 
The tumor was of semi-solid consist- 
ence. The patient was informed 
that a pelvic tumor was present, the 
exact nature of which could not be 
known without an abdominal incision. 
She consented, and accordingly en- 
tered the Polyclinic for treatment. 
She was there examined by a col- 
league, who was unwilling to make a 
diagnosis farther than that of pelvic 
tumor of semi-solid consistence. The 
uterus seemed to be a portion of the 
tumor, and it was thought that a 
fibro-cystic tumor of the uterus, or 
an ectopic gestation, might be present. 
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When the abdomen was opened (the 
patient in Trendelenburg's posture)* 
as soon as the omentum was pushed 
upward in the abdominal cavity, 
bloody fluid welled up from the right 
half of the pelvis. This fluid con- 
tained small clots of jelly-like con- 
sistence, the fluid and clots being the 
color commonly seen in haematocele. 
The fluid was without odor, and no 
evidence of peritonitis or intestinal 
adhesions were present. The fluid 
was removed by sponges, and was 
found to have filled a sac situated 
behind the right broad ligament and 
extending downward to Douglas' cul- 
de-sac. No rupture of the Fallopian 
tube could be found, nor was the 
ovary apparently abnormal. It was 
thought at the time that the haema- 
tocele was probably the result of 
ectopic gestation. The fluid was en- 
tirely removed by sponges and the 
sac tamponed with iodoform gauze, 
the end of the gauze being brought 
out at the lower end of the abdominal 
incision. No abnormal condition was 
detected upon the left side of the 
pelvis. The patient's convalescence 
was uninterrupted, the drainage being 
free. The gauze was removed by de- 
grees, several inches being cut off 
daily until at last there remained but 
a short tract, which healed firmly by 
granulation. The patient left the 
hospital, early in the summer, conva- 
lescent. Her menstruation returned, 
was regular and painless. Early in 
September she again missed her men- 
strual period for six weeks, com- 
plained of pain and weight in the 
pelvis, which was followed by flooding 
and the discharge of clots and ma- 
terial similar to what the patient de- 
scribed as having been expelled in a 
previous abortion. From this she 



recovered without coming to the 
notice of the writer, but early in Oc- 
tober desired an operation for closure 
of a laceration of the pelvic floor. 
At that time she supposed herself 
again in the first weeks of pregnancy, 
but desired the operation to correct a 
cystocele and rectocele of moderate 
extent. While etherized for the oi>- 
eration, the opportunity was taken to 
thoroughly examine the pelvis. It 
was found that a condition of affairs 
similar to that which had formerly 
existed was present upon the left side 
of the patient's pelvis, namely, the 
uterus retroverted, and a tumor of 
semi-solid consistence projecting into 
the cavity of the pelvis. The pelvic 
floor was closed, the patient making 
an uninterrupted recovery. She re- 
gards herself, at the present time, 
as in the early months of pregnancy ; 
the subjective symptoms of preg- 
nancy are present, while the en- 
larged uterus renders this occurrence 
possible. Whether the pregnancy is 
ectopic or intra-uterine is a possible 
question. The patient, while not a 
bleeder, exhibits a remarkable ten- 
dency to haemorrhage; she gives a 
history of having bled freely from 
slight cuts; she has had teeth ex- 
tracted without serious loss of blood, 
and has never had a dangerous haemor- 
rhage. She states that during her 
first and only normal pregnancy she 
had a periodic discharge of blood 
from the genital tract during the en- 
tire period of pregnancy. It is the 
purpose of the writer to keep her 
under observation until the exist- 
ence of intra-uterine pregnancy can 
be demonstrated or denied. If such 
be present, an effort will be made to 
prolong this pregnancy until abortion 
can be avoided and the birth of a 
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child at term secured. If the preg- 
nancy is not intra-uterine, but the 
pelvic tumor increases in size, there 
will be grounds for considering the 
patient pregnant ectopically, and this 
condition will demand appropriate 
treatment. A careful summary of 
the patient's history, with the results 
of observation from several examina- 
tions of her, lead me to believe that 
she has suffered repeated abortions 
following intra-uterine pregnancy, that 
the haematocele which was emptied 
was an accompaniment of such an 
abortion, and resulted from the pa- 
tient's constitutional peculiarity— the 
free oozing of blood. The fact that 
the patient has been repeatedly ex- 
posed to impregnation, with several 
attacks of pain and haemorrhage, are 
more in favor of this view than of the 
belief that her condition resulted from 
ectopic gestation. 

While much might be said regard- 
ing the pathology of pelvic haema- 
tocele, the question of paramount 
interest concerning this particular 
case is that of treatment. Observa- 
tion has shown that haematocele is 
often an accompaniment of a disor- 
dered condition of the tubes, ovaries 
and pelvic peritoneum, which renders 
normal pregnancy impossible, and ex- 
poses the patient to grave dangers. 
Should normal pregnancy not be 
present in this case, the suggestion 
will at once occur that the patient's 
abdomen should be opened, the tubes 
and ovaries removed and the uterus 
brought into the proper position. If 
ectopic gestation be present, a similar 
course of treatment seems indicated. 
In either event the cessation of men- 
struation seems most desirable to re- 
lieve the patient of the constantly 
recurring dangers attending each 
monthly period. 



REPORT OF A SUCCESSFUL ELECTIVE 
CiESAREAN SECTION. BY CHARLES 
P. NOBLE, M.D. 

The case of Caesarean section which 
I shall report was done for the " rela- 
tive indication," and was " elective," 
it being determined in the latter 
weeks of pregnancy that the de- 
livery of the child alive by the na- 
tural passages was impossible. The 
Caesarean.operation was decided upon, 
and done during the last week of 
gestation, but before the onset of 
labor. When Caesarean section has 
been decided upon in a given case, it 
seems to me that the reasons for per- 
forming the operation at the com- 
pletion of the pregnancy, but before 
labor, are obvious. In the one case we 
have a perfectly well-ordered ab- 
dominal section, and can look for- 
ward to a successful result, for the 
same reasons that we expect a suc- 
cessful result in ovariotomy. In the 
other case we have an emergency 
operation, and must take all the 
chances ol a bad result, which are 
due to hasty preparations, and, per- 
haps, strange assistants, bad light 
and faulty asepsis, in some part of 
the technique. 

The one objection which has been 
urged against operation before labor 
is the danger of haemorrhage from 
lack of contraction and retraction of 
the womb. This objection is almost 
purely theoretical. Excepting cases in 
which the uterus has been paralyzed 
by the unnecessary practice of con- 
stricting it with rubber tubing, there 
is but one case on record (that of 
Treub, of Leyden), in which the 
uterus failed to contract promptly 
when emptied of its contents before 
labor ; and, according to Harris, there 
have been fourteen such operations 
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in this country. In addition, we have 
the "horn-rip** cases, fourteen in 
number, with ten maternal recoveries, 
on which to base our belief. To 
my mind, the one objection to the 
Caesarean operation before labor is, 
that the issue of the labor might 
prove the operation to be unnecessary. 
But as this should occur .only to one 
unskilled in pelvimetry and in esti- 
mating the size of the foetal head in 
relation to the pelvis, it is an argu- 
ment for counsel in diagnosis, rather 
than against the elective operation. 

I did the classical rather than the 
Porro operation, because I do not 
believe it is proper, without grave 
reasons, to deprive a woman of the 
child-bearing function. While the 
published results of the Porro opera- 
tion have not been so good as those 
of the classical operation, this has 
probably been due to the nature of the 
cases and to the skill of the operator. 
This opinion is strengthened by the 
fact that in the hands of successful 
abdominal surgeons, the Porro opera- 
tion, in favorable cases, has given 
perfect results. My objection to it 
is that it deprives the woman of the 
child-bearing function. 

The time has gone by when the 
danger of the Caesarean operation is 
to be' estimated by old statistics. 
They represent bad obstetrics and 
bad surgery. The results of the 
present prove that the danger in- 
herent in the operation, done before 
or early in labor (in women not 
tampered with), and done by trained 
abdominal surgeons, is scarcely greater 
than in the average of labors as at pres- 
ent conducted in our great cities. 

I am aware that this statement will 
appear exaggerated to many, but I am 
convinced not only of its truth, but 



that the record supports it. In my 
judgment the Porro operation should 
be chosen only when the pregnancy is- 
complicated by fibroid tumors, or, when 
unfortunately; the operator has been 
" called in late," after the patient has 
been long in labor, and the dangers 
of uterine atony, and of infection of 
the birth canal, are present. In such 
cases its advantages are so obvious as 
to need no argument. 

The following is a history of the 
case: 

Mrs. C, aged 25, primipara, men- 
struated last December 20, 189 1. She 
consulted me late in February to learn 
whether she was pregnant. The ex- 
amination showed that she was preg- 
nant, and also that the pelvis was 
markedly contracted. A careful ex- 
amination was made, with the follow- 
ing result : Height five feet, build 
slender, moderate lateral curvature of 
the spine tilting up, the right side of 
the pelvis "pigeon breast," but no 
other well-marked sign of rickets. The 
pelvic measurements are: A. S. S., 
27.5 cm.; Cr. II., 28.5 cm.; Tr.,33.S cm.; 
D. B. (ext. cong.), 17.5 cm.; C. D., 8.75 
cm.; C. v., 6.7s + or 2^ in. estimated. 
The diagnosis made was scolio-rachitic 
flat pelvis. Mrs. C. was advised to 
return when seven months pregnant, 
so that the question of the induction 
of premature labor could be deter- 
mined, as against permitting her to- 
go to term to be delivered by Caesarean 
section. She did not return, however,, 
until the thirty-sixth week of preg- 
nancy. In my judgment the baby 
was too large to permit of its delivery 
alive. At this time I asked Drs. 
Boyd, Harris and Parish to see her. 
All agreed that delivery per vias 
naturales of a living child was impos- 
sible, and the Caesarean operation was. 
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■determined upon. Symphysiotomy 
was considered, but rejected on the 
ground that the pelvic deformity was 
extreme for the operation. In addi- 
tion, I felt quite satisfied that mother 
and child could be saved by the 
Caesarean operation, and feared that 
it might be necessary to sacrifice the 
child if symphysiotomy were done. 

Mrs. C. was admitted to- the Ken- 
sington Hospital for Women and was 
prepared for operation by the use of 
baths, by having the bowels kept open 
and by daily exercise out of doors. It 
being estimated that the patient was 
in the fortieth week of gestation, the 
operation was done September 28, at 
12 o'clock noon. I was assisted 
directly by Dr. Applebach ; Dr. Boyd 
controlling the uterine circulation by 
manual pressure afte;: the extraction 
of the child. Drs. Harris and Parish 
and some twenty-five invited physi- 
cians were present. When the etheri- 
zation was complete five grains of 
ergotin and one-fortieth of a grain of 
sulphate of strychnia were given 
hypodermically, and an additional five 
grains of ergotin were given toward 
the close of the operation. The usual 
antiseptic precautions were used. 

A free incision six inches in length 
was made through the abdominal wall, 
and the uterus was incised in situ. 
The placenta was located under the 
upper end of the incision, and the 
uterus in that region was much thick- 
ened. Haemorrhage was free but not 
alarming, and the blood was kept out 
of the peritoneal cavity by pressing 
the abdominal wall against the uterus. 
The uterine incision extended well up 
toward the fundus and purposely 
avoided the lower segment. The baby, 
a girl, was delivered by the feet, the 
cord clamped and cut, and the baby 
given to Dr. Brady. She was in good 



condition, and was soon crying lustily. 
As the baby was delivered the uterus 
was withdrawn from the peritoneal 
cavity and the cervix was compressed 
manually; a fold of gauze was now 
placed over the bowels and the uterus 
surrounded by aseptic towels. Con- 
traction and retraction were good, 
and haemorrhage at no time was 
annoying. The placenta and mem- 
brane were carefully delivered, and two 
fingers were passed down through the 
cervix to insure a patulous canal for 
the lochia. Some deep sutures (avoid- 
ing the mucosa) were now passed 
and tied, and then fourteen super- 
ficial stitches. The method of Lem- 
bert was not followed. I introduced 
the sutures in the same way in April, 
1890.* This method is advocated by 
Kelly also. It saves much time in 
suturing and is equally satisfactory. 
The uterus was now rinsed oflf with 
boiled water and the vesical pouch 
washed. The bowels were scarcely 
stained with blood, and Douglas' 
pouch was dry. The abdominal wound 
was now closed. Chinese silk was 
used for all sutures. The wound was 
dressed with aristol, the usual dress- 
ing applied and the patient put to bed 
without shock. As the patient's con- 
dition at no time demanded haste, the 
operation was done deliberately and 
consumed an hour. 

The after Jiistory was uneventful. 
One hypodermic of morphia (one- 
fourth gn) was given the first day and 
an anodyne and purge on the fifth day 
for an attack of colic. Otherwise the 
course of the case and the treatment 
was the same as for the simplest ovari- 
otomy. The baby nursed after twenty- 
four hours and is thriving nicely. 

This makes the fourth Caesarean 
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section done in this hospital, two by 
my predecessor, Dr. H. A. Kelly, and 
two by myself. All the mothers have 
made good recoveries, and all the 
children were bom alive. Dr. Kelly 
has done two other Caesarean opera- 
tions with the same result. 

REPORT OF A CASE OF APPENDICITIS. 
BY DR. MDRDECAI PRICE. 

In this case Mrs. R. S. suffered for a 
number of years with what was sup- 
posed to be liver trouble. There was 
tenderness all over the right side of 
the body. She was treated by a very 
intelligent physician. She suffered 
from numerous attacks of malarial 
fever. No examination was made, as 
there was no suspicion of any other 
trouble up to within eighteen months 
of her death, when her physician dis- 
covered a large symmetrical tumor fill- 
ing up the entire lower abdomen. A 
number of good men had examined the 
case and a number of different opin- 
ions given as to the character of the 
trouble, none of which were correct. 
Operation was refused for the reason 
that in her greatly emaciated condi- 
tion, and owing to the feeble character 
of her heart, no encouraging prognosis 
could be given. This large tumor rup- 
tured and discharged through the bow- 
el. The patient greatly improved and 
went about.J^She had a number of 
mild at tacksjext ending over the last 
eighteen months, and then the tumor 
again enlarged and ruptured, but she 
was not able to rally from the septic 
condition brought about by the sup- 
puration. 

Post-mortem of Mrs. R. S., made 
by Dr. A. G. B. Hinkle: Body mod- 
erately well] nourished ; liver fatty ; a 
jarge abscess at the end of the appen- 



dix; the appendix open, communi- 
cating with the bowel ; abscess adher- 
ent to all the pelvic organs, and ex- 
tending from crest of ilium to crest of 
ilium, and a well-marked tumor in- 
the middle of the abdomen. The ab- 
scess extended back of the uterus- 
over to the left side of the body ;. 
womb and appendages normal save 
adhesions to the abscess ; abscess full 
of pus and contents of bowel. 

An operation would undoubtedly 
have saved life. In the multitude of 
opinions there was nothing done. 

discussion. 

Dr. Joseph Price : 

My brother has tempted me to reprimand 
him and I shall do it. He alluded to this 
case in talking with me, but did not say suf- 
ficient about it that I might warn him that 
exploratory incisions are no longer in prac- 
tice. It is simply an admission of ignorance 
or of timidity to do an exploratory operation. 
It is a thing that I never think of, and a thing 
that no surgeon should think of. Explora- 
tory incisions always imply ignorance or 
doubt, and that we ask the privilege of the 
patient to do something to determine what is 
best for us is, as a rule, not always best for the 
patient. For instance, exploratory incisions 
in malignancy are unjustifiable. We should 
be able to make a diagnosis and determine 
the nature of a trouble destroying the patient 
without opening the abdomen, the thorax or 
the popliteal space. It simply pains me to 
have any one ask me to do an exploratory 
section after I have given the opinion that 
operative interference will avail nothing, sim- 
ply put the patient to expense and pain, and 
cause a great deal of anxiety to the family. 
I have often been told that certain cases arc 
malignant, and that they were impossible. 
In one recent case the assistant thought that 
it was a great joke to send the case to me. 
He had watched the woman for five years. 
He is a professor in one of the schools, and 
seeing that the patient was going to die, he 
said that " there is only one man in town fool 
enough to do such things.** I saw the pa- 
tient that afternoon at the request of the 
mother and father. The following day I re- 
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moved a large pus sac and she is getting well 
nicely. This is the third case within a month 
which I have seen which has been counseled 
against operative interference, and told that 
it would terminate in an exploratory and 
nothing more, and in which I did a completed 
operation and the patients are getting well. 
It is true that they were excessively danger- 
ous cases, and the chances for their recovery 
were very few, but if they have but one 
chance they have a right to it. Dying to- 
morrow or next week of appendicitis, if there 
is one chance, I want the benefit of it. The 
symptoms of malignancy are sufficiently char- 
acteristic and prominent to at least enable us 
to dismiss other things. 

I think that I have a perfect right to allude 
to the case of Dr. Davis. If Dr. Davis will 
permit, I would suggest that the patient is in 
precisely the condition that she was when he 
operated primarily, and that the indications 
arc precisely what they were at first. He 
had a bleeding and ill parent, and now there 
is a tumor of a similar nature on the opposite 
side. I should dread to allow that woman to 
go over night if she were my patient. 

In troubles in the appendix, above all other 
troubles, promptitude is of paramount impor- 
tance. I scarcely know of a trouble that we 
are constantly dealing with that needs such 
early and prompt treatment. The same re- 
mark holds good in about all intra-abdominal 
troubles, but the risks of death and early death 
are not so great. I received this morning a 
letter from a gentleman in the West, a man 
who writes well, talks well and, I think, oper- 
ates well. He says that he has done three 
operations in his town successfully, all bad 
cases. While doing a fourth operation, one 
of the physicians present is summoned to a 
patient in the neighborhood, and when he 
returns states that she is suffering from pelvic 
cellulitis, and that she is quite ill. She has 
great pain and is about in collapse. The wri- 
ter in a day or two is asked to see her in con- 
sultation and finds her, three days after the 
first paroxysm, with no radial pulse, extremi- 
ties cold, dyspnoea marked, respirations fifty- 
four, bowels tympanitic. She is said not to 
have had a chill ; temperature is subnormal ; 
last child eight years before. He makes a 
diagnosis of ectopic gestation, and gives a 
fatal prognosis. Here was a beautiful chance 
to save the woman. I call attention to this 
case for two reasons. One is to insist upon 



the importance of promptitude in all pelvic 
and intra-abdominal troubles of that charac- 
ter, twisted pedicles, and the like. For in- 
stance, the history of cystoma is always one 
of danger. I have now a patient in bed from 
whom I removed a month ago a strangulated 
cyst She had had a miscarriage at the sev- 
enth month, and the presence of the cystoma 
was probably the cause of the premature de- 
livery. The liberty given the cyst by the 
emptying of the uterus was probably respon- 
sible for the one complete turn in the pedicle. 
Just one week after delivery I removed a 
gangrenous cyst with adhesions to the liver. 

Again to allude to the value of one's cor- 
respondence in subjects of this importance. 
I receive about four letters weekly of this 
character, and I sometimes feel that I am in 
possession of about all the interesting daU 
of this nature throughout the country. There 
is nothing of more value than the correspon- 
dence with my friends and pupils and the 
conversations that I have at medical meet- 
ings. I scarcely attend a meeting without 
being told of dozens of deaths from appen 
dicitis, ectopic pregnancy and suppuration. 

Dr. G. Betton Massey : 

The case of Dr. M. Price seems to be par- 
ticularly timely in connection with the case of 
I »r. Davis. We have two tumors, one pelvic 
and the other abdominal, which the physi- 
cians desired so much to know the character 
of before taking serious means to find out. 
In the one case, grave and serious, the wait- 
ing policy was adopted ; in the other, it seems 
to me, operation was somewhat hastily deci- 
ded upon. This is an illustration of the diffi- 
culties that the conscientious physician and 
surgeon must always encounter in determin- 
ing the line of conduct in such cases. It is 
quite possible that operation in Dr. Price's 
case would not have saved the patient, yet we 
all would and should have said operate. In 
the case of Dr. Davis, it occurred to me to 
ask how much more serious was it than a case 
of black eye ? There was pure dark blood 
in process of absorption. It is reported as a 
haematocele, but it may be a question whether 
it had not better be called a haematoma ; and 
therein lies an important point : whether the 
abdomen was in danger of invasion from the 
haemorrhage. I have no doubt that the ab- 
domen was protected, as he had to separate 
adhesions to reach the blood. I think that 
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case was hastily operated upon, and if Dr. 
Price's advice were taken and a second oper- 
ation performed there would be a second 
hasty operation. The second tumor has evi- 
d^ndy formed in the few months since she 
left the hospital. It is, therefore, not an old 
pus tube or an abscess. I feel particularly 
amazed at the haste with which pure blood 
tumors are opened and the patients subjected 
to the danger of an operation, and the danger 
of subsequent adhesions or uncomfortable 
hernia. I have had two or three apparently 
similar cases which disappeared under ex- 
pectant treatment and forced absorptive 
methods with the negative galvanic pole in 
the vagina. One such case, which 1 have not 
yet reported, was seen by Dr. Hirst in con- 
sultation about two years ago, with the idea 
that it might be an ectopic pregnancy. There 
was a large semi-solid tumor to the right and 
the rear of the uterus, in a young married 
woman who h^d had one child some time be- 
fore. There was no very clear history of 
pregnancy, and the conclusion was that it 
might be an ectopic gestation or it might not, 
and Dr. Hirst thought that possibly 2ui oper- 
ation might be required. The case was put 
at rest under galvanic treatment, and in about 
one month's time the tumor had disappeared, 
and she remains well to-day. 

I am reminded also that a case I recorded 
here last year of pelvic abscess that opened 
into the rectum, which was pretty fully dis- 
cussed and thought by some to illustrate the 
bad policy of waiting, remains entirely well. 
I have seen her recently, and she is in better 
health than at any time in her life. 

Dr. M. Price: 

If Dr. Massey ever saw a case of extra- 
uterine pregnancy operated upon, I should 
think that it would have taught him a lesson 
in regard to waiting. I have seen ninety-seven 
extra-uterine pregnancies operated upon, and I 
have never yet in twenty-three years* exper- 
ience seen a true hematocele. Therefore I 
conclude that true hsematocele is a rare oc- 
currence. I believe that such a thing does 
exist, but I inferred from what Dr. Davis said 
that he believed his case was one of extra- 
uterine pregnancy, and the chances were that 
the condition would turn out to be the same on 
the other side. We had a woman pass out of 
the hospital a short time ago who had had 
an abortion, an extra- uterine pregnancy at 



full term and a second extra-uterine pregnancy 
inside of two years. Both sides were removed 
for extra-uterine pregnancy and the foetus 
found in both instances, with probably a quart 
or a quart and a half of blood in the abdomen, 
and at neither operation were there any ad- 
hesions to protect the general peritoneal 
cavity. 

As to the other case being one of delay, it 
was the patient who prevented os from doing 
what we wanted to do. 

With regard to exploratory incisions, I 
never did one in my life that did not end in 
operation. I believe that there are cases in 
which, with 2ui exploratory operation, we shall 
be glad to quit. My brother will remember 
a case on which I operated for supposed ma- 
lignant disease two years ago where we found 
a large brain-like tumor on the left side, and in 
which an exploratory incision was all that we 
hoped to do. I endeavored to separate some of 
the adhesions and had to go on and finish the 
operation to save the patient*s life. I removed 
a tumor the size of a large cocoanut, and de- 
livered the tube and ovary, tying it oflE close 
to the uterus, and supposed that the woman 
would soon take her departure. On the con- 
trary she recovered, and now weighs loo 
pounds more than at the operation, suid there 
is no indication of the return of the disease. 
Therefore it could not have been malignant, 
although we believed that it was when we r©. 
moved it, we believed that it was when it lay 
upon the table and we believed that it was 
from the microscopist*s report The whole 
evidence was in favor of malignancy. The 
operation was done because we had to do it, 
and we cured the woman because we could 
not help it. 

CASE OF A PELVIC ABSCESS. BY CHAS. 
P. NOBLE, M.D. 

The following case is reported as a 
contribution to the subject of pelvic 
abscess, and also to the subject of 
the disappearance of adhesions within 
the peritoneum as a part of their nat- 
ural history. 

/ Mrs. H., aged 28, II para, was de- 
livered of her second child in March, 
1 89 1, the labor being conducted by a 
midwife. She was infected and was 
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extremely ill. I saw her with Dr. Leo- 
pold five weeks after the labor. At 
that time she was prostrated, with a 
rapid pulse, "leaky" skin, chills, 
irregular temperature ; in fact, the 
classical symptoms of septic intoxica- 
tion. 

On examination the right broad lig- 
ament was found indurated and a mass 
of exudate extended on the right side 
of the abdomen almost as high as the 
umbilicus. From the extent of the 
fnass it was supposed that a right pyo- 
salpinx with an intra-peritoneal ab- 
scess existed; but in view of the 
puerperal history and the existence of 
a cervical laceration the possibility of 
a true pelvic abscess was discussed. 

A median abdominal incision was 
made April i6, and the abdominal 
viscera in the lower right quarter of 
the pelvis were found fused by adhe- 
sions. The patient took ether so 
badly, becoming cyanosed while still 
partly conscious, and the pulse was so 
weak, that I and the gentlemen pres- 
ent were convinced that to attempt 
the separation of the adhesions, and 
the evacuation of the pus from above, 
would result in her death on the table 
from ether. An unsuccessful attempt 
was made to reach the pus by an in- 
cision made near the anterior superior 
spine of the ilium without giving 
more ether. The exploration was not 
pushed, owing to the patient's bad 
condition. The patient was then put 
to bed and improved for some days. 
Operation was again proposed and 
chloroform selected as the anaesthetic, 
which produced as much cyanosis as 
ether had done. An incision was now 
made directly over the broad ligament, 
the uterus was located, and the index 
finger was forced into the broad liga- 
ment, evacuating several ounces of 



pus. With rubber drainage a satis- 
factory convalescence followed. 

October 27, 1892, I operated on 
Mrs. H. to cure a ventral hernia 
which had formed at the site of the 
third incision. On opening the abdo- 
men I was surprised to find that the 
adhesions throughout the right side 
of the abdomen, which had been uni- 
versal eighteen months ago, had dis- 
appeared, except a point of adhesion 
between the omentum and hernial 
sac, and another between the omen- 
tum and broad ligament. Both append- 
ages were perfectly healthy. 

This fact demonstrates what was 
inferred when the pus was evacuated, 
namely, that it was not a pyosal- 
pinx but an abscess of the broad lig- 
ament. ^ 

The disappearance of the very ex- 
tensive adhesions in this case is y^ , 
worthy of record as showing that peri- ' • ^^ V, L 
toneal adhesions are not necessarily 1^^ | 

permanent. ^--^.^^-^"^ ' 

In the Medical News of August 29, 
1 891, I reported four cases of true 
pelvic abscess, three of which had 
been seen by myself, and the fourth 
"^by Dr. Parish. In three of these 
cases an exploratory abdominal sec- 
tion was made to exclude a compli- 
cating pyosalpinx, and the tubes were 
found healthy. In each case pus was 
evacuated from the broad ligament 
by a second incision above Poupart's 
ligament. In the fourth case the e»ri- 
dence was satisfactory that the ab- 
scess was behind the peritoneum in 
the false pelvis. It was evacuated in 
the loin. All of these cases were 
puerperal. 

When the modern doctrine of pel- 
vic inflammation first became estab- 
lished, and surgeons learned that what 
they had called "pelvic cellulitis" and 
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pelvic abscess was really salpingo- 
peritonitis and pyosalpinx, there was 
a tendency for a time to deny that 
acute pelvic cellulitis and true pelvic 
abscess ever occurred. Hence in the 
interest of exact truth I take pleasure 
in recording these cases. 

Undoubtedly acute pelvic cellulitis 
and true pelvic abscess rarely occur 
as puerperal conditions, but they 
are extremely infrequent as com- 
pared with pelvic peritonitis, pyosal- 
pinx and purulent peritonitis. 

discussion. 

Dr. M. Price: 

This is an excellent opportunity to discuss 
the question of broad ligament abscess. At 
the time that Dr. Noble reported the four 
cases to which he has referred, I thought 
that there was some chance of mistake, and 
I still think so. I think that we can have 
leakage from the tube and an abscess not 
in the tube, but walled .up by peritoneal in- 
flammation, making it extra-peritoneal. The 
point which I want to make is this : I had 
recently a case exactly like Dr. Noble's last 
. case, and I know that this was not in the 
broad ligament, as the patient was a boy. 
The tumor extended from the pelvis almost 
to the diaphragm, and was pointing in the 
loin. Ether was administered and an incision- 
made, and to my surprise a good-sized pitcher- 
ful of pus poured out. The incision was 
enlarged, and I could pass my finger over the 
crest of the ilium and as far down as it 
would reach in the direction of the position 
of the broad ligament in the female. I am 
confident that a number of these abscesses 
said to be of the broad ligament, are abscess- 
es following some injury in the abdominal 
wall near Poupart's ligament, or between the 
peritoneum and the muscular structures of 
the abdomen, or posterior to the peritoneum. 
This boy was injured by being struck by the 
elbow of his sister. It was a clear case of 
abscess, and I could map out the kidney al- 
most free in the abscess cavity. I am con- 
fident that this abscess was between the peri- 
toneum and the abdominal wall, and was the 
result of injury, I am also confident that 
true broad ligament abscesses are very rare. 



Dr. George E. Shoemaker : 

Abscess of the kidney sometimes occupies 
this region. It was my privilege to see such 
a case where the abscess mass could be felt 
through the vagina and extending to the liver 
on the right side. The woman was in a very 
bad condition. She was operated on by 
another surgeon by the lumbar incision, and 
an abscess of the kidney found. The calices 
of the kidney could be readily felt after evac- 
uating the pus. Some months afterward 
the patient came under my care, when it was 
found that the tumor had shrunken up in 
the neighborhood of the kidney and was out 
of reach of the finger in the vagina. It is 
now a small mass. Before operation, I con- 
sidered that it was probably an ovarian ab- 
scess, but as I have said, it proved to be an 
abscess of the right kidney. 

There are some points in regard to adhe- 
sions that have not been made clear as, for 
instance, the amount of adhesions that we 
are to expect after attacks of so-called peri- 
tonitis. I had a case a few months ago 
which showed that we cannot always accept 
the diagnosis of peritonitis, which is so often 
made in cases before they come to us. The 
patient came for operation from the interior 
of the State, with a history of repeated at- 
tacks of severe peritonitis; the last nearly 
costing her her life within two months of the 
time that I saw her. I could find no pelvic 
mass, and the tubes and ovaries were small. 
She had had much treatment and had been 
strongly advised to have an operation ; had 
almost constant pain; and for various rea- 
sons, although rather against my judgment, 
I made an incision, thinking that there 
might be something in this history of perito- 
nitis and that a cause might be found. I 
found practically nothing, but freed an adhe- 
sion to the left tube, which, however, would 
not account for attacks of peritonitis risking 
the patient's life. Nothing was removed. 
The operation did no harm, but it may not 
do any permanent good. The saime diag- 
nosis of peritonitis happened to be made by 
the same physician in another case, and an- 
other man operated, but with a different 
result, as the patient died. This has caused 
me to think twice before accepting as in 
favor of operation the diagnosis of perito- 
nitis: at least, when the history comes 
through the patient. 

These adhesions when they do occur may, 
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liowever, be of the most serious character 
and invalid the patient. A short time ago I 
operated on a patient who had previously 
been operated on by another member of- this 
Societ}', no doubt in the best manner, but 
she had been for the year following the oper- 
ation a complete invalid from pain, especially 
severe before and after a stool, and had been 
in all the hospitals of the city wljich would 
take her. Upon opening the abdomen, I 
found a firm adhesion of the small intestine 
to the right broad ligament the size of a 
quarter of a dollar. This had to be cut off 
and the bowel stitched. I do not believe 
that such an adhesion would be absorbed. 
After this adhesion was released she was 
well for the first time since the previous op- 
eration, never again complaining of pain or 
admitting its presence during the time I was 
able to follow her. 

Dr. J. Price: 

As you all know, I am interested in pus 
in the pelvis. We know that it follows trau- 
matism, and particularly puerperal trauma- 
tism or injuries or filth, or that it follows some 
of these stab wounds in criminal abortion. 
We also know that a few years ago it was all 
pelvic abscess ; that ten or fifteen years ago, 
an author said absolutely nothing about tubal 
or ovarian disease. The same author of this 
year or last year has as many as nine or ten 
illustrations of huge diseased tubes and ova- 
ries, illustrations of suppurating tubes as 
large as sweet potatoes or banana a. large pus 
conduits. A few years ago this author and 
teacher denied the existence of tubal and 
ovarian disease. Everything was exudate, 
everything was pelvic abscess, and such men 
existed all over the country. When Mr. Tait 
commenced to preach tubal and ovarian dis- 
ease, they denied its existence and said that 
if it did exist at all it all went to Birmingham. 
A few months after this statement by a Lon- 
don operator, I struck an English woman who 
had been in this city for two months. I found 
the pelvis full of abscesses and urged their 
prompt removal. She submitted to the sec- 
tion and I rolled out four huge pus accumu- 
lations—two large pus tubes and two large 
ovarian abscesses within a fifth, the omentum 
and intestines boxing up the pelvis. The 
fifth you might call a true pelvic abscess if 
you cared to strain a point. 

To return to Dr. Noble's case. When he 



was reporting this case I felt very much like 
the boy and the Jonah story. You remember 
the Sunday-school teacher told her class the 
Jonah story and followed it with the Daniel 
story, when she was interrupted by a little fel- 
low on the back seat saying, **^Hold on, mad- 
am. You are going a little too far. I don*t 
believe the Jonah story now.** When Dr. 
Noble got down to his third incision, I felt 
that he was going a little too far. In his first 
two incisions he failed to find pus. I have 
many times found everything hard, indurated 
and brawny, and without a thought of pus in 
the tubes and ovaries I have gone directly 
after it and found it. I remember going a few 
years ago to Pottsville to do section. When 
I saw the woman sitting up in bed it occurred 
to me that there was something characteristic 
of bone disease. The uterus was fixed and 
there were characteristic symptoms, subjec- 
tive and objective, of pelvic disease but not 
those that I was familiar with as character- 
istic of tubal and ovarian disease. I turned 
the patient on her side and made a long loin 
incision and evacuated more than a gallon of 
pus. This woman's trouble commenced with 
a sponge tent some fifteen years before. The 
abscess had dissected all the structures on 
one side posteriorly and pointed in the 
loin. Later, I got a post-mortem to satisfy 
myself, and found that tubes and ovaries were 
healthy. 

To return to Dr. Noble's reasoning in re- 
gard to inflammatory products and adhesions. 
The same changes can take place in that tube 
as in the fixed and angry omentum and intes- 
tine. He states that he found everything 
matted, that he could not get down to the 
right pelvis in the first incision, and that had 
primarily this been an occluded tube with re- 
tention it would have remained so. I ask you 
the simple question will not the same absorp- 
tion take place in inflammatory products 
about the omentum and intestines ? 

Farther, Dr. Noble will remember that in 
his first Csesarean section the uterus remained 
anchored to the parietes, that the uterus was 
open, and that labor was about to take place 
through the anterior abdominal wall. Why 
did not absorption take place in that case in 
the ventral fixation of the uterus ? Why did 
it not take place in Leopold's cases ? Why 
does it not take place in the healthy adhesions 
following a great number of abdominal sec- 
tions in which we have to repeat the opera- 
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ation for ventral hernia ? Why do we find in 
about all the sections done with irritating so- 
lutions, long incisions, prolonged manipula- 
tion, many adhesions ? In a number of the 
.operations for ventral hernia, you can almost 
name the operator by the characteristic incis- 
ion, its length and the white scars marking 
his huge stitches, including an inch of tissue, 
and you can go farther and anticipate how 
much omentum and viscera you will have to 
contend with. Adhesions once formed are 
exceptionally absorbed or released, and in this 
case with fixed omentum and fixed bowel I 
doubt very much if there were not some error 
in the first section. 

Dr. G. M. Boyd : 

While I was present and assisted at the 
operation, I have no clear recollection of the 
details. I remember that from the location of 
the mass the median incision seemed a wise 
one, and an additional reason for the median 
incision was that there was a puerperal his- 
tory, and with the prevailing view that very 
much of the puerperal inflammation results 
from infection traveling through the uterus 
and tubes, the median incision seemed jus- 
tified. 

From extensive cervical lacerations and 
the various tears of the vagina, it seems to 
me that we have more often than is generally 
supposed inflammatory pockets and localized 
inflammation extra-peritoneal. The case 
seemed to me to be one of vaginal origin. 

Dr. Charles P. Noble : 

I am glad to have heard of the case of Dr. 
M. Price. I think that the fact that the ab- 
scess was behind the kidney, and that the 
kidney was floating in it, shows conclusively 
that this was an extra-peritoneal abscess, and 
doubtless his explanation that it was due to 
injury is correct. There is no reason why the 
tissue about the kidney or other region may 
not break down and form sui abscess«as the 
result of injury. In the case to which I refer, 
where I opened the abscess in the loin, the 
history was not absolutely clear. I did not 
look upon it as a broad ligament abscess, but 
considered that there was breaking down of 
one of {he glands along the spine or in the 
iliac fossa following criminal abortion. It 
was an abscess in the false pelvis. The true 
pelvis was clear of exudate. I agree with 
Dr. Price that true broad ligament abscess is 
rare, but it docs occur sometimes. 



Dr. Joseph Price says that we do have sup- 
puration in connective tissue in puerperal 
cases, particularly after criminal abortion. 
This is the point I always have made, but 
which heretofore Dr. Price has always denied. 
I have long maintained the position that in 
the immense majority of cases the pus is in 
the tubes, ovaries or within the peritoneum, 
but in the.first enthusiasm of finding out that 
most cases of pelvic inflsunmation were not 
cases of chronic pelvic cellulitis or true pelvic 
abscess, some members of this Society took 
the exaggerated position of denying that we 
ever have acute cellulitis or pelvic abscess^ 
and thus went a little too far. For the sake 
of exact truth we must admit the existence of 
these conditions, which I have seen in four if 
not in five cases. 

I was surprised at one argument of Dr. 
Joseph Price, and surely he did not mean 
what he said. I have heard him speak of the 
utter folly of draining pus tubes, because such 
a tube could never be of any use, as the fim- 
briated extremity was occluded and irretriev- 
ably ruined ; but now he argues that possibly 
the case reported to-night was pyosalpinx that 
had gone on to a perfectly natural cure, in 
that way arguing against his own position. 
If he means to say that the pus was in the 
tube, he reverses his whole previous position. 
In other words, he has used an utterly unten- 
able argument in order to combat my state- 
ment that this was a case of true pelvic ab- 
scess. 

With reference to why I made three inci- 
sions, I confess that I did not like it at all. 
It was a question of having the woman die 
on the table if 1 went on. The reason I did 
not complete the operation through the me- 
dian incision was not that it could not be done^ 
but that in my judgment the patient would 
have died had I done so. The reason I did 
not find pus in the second incision was be- 
cause it was not made in the right place. 

Why some adhesions are absorbed and 
others are not, I confess I do not know. 
It was im)>ossible that I should have made a 
mistake in this case, because at the first oper- 
ation the abdomen was opened and the vis- 
cera in the lower right quarter of the abdo- 
men were absolutely matted. 

I was glad to hear what Dr. Shoemaker 
said in regard to peritonitis. I believe that 
in many cases it is a mistake in diagnosis, and 
this is particularly so in regard to supposed 
attacks of peritonitis in connection with 
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fibroid tumors. I have found that this inflam- 
matory process in connection with fibroids 
frequently is not a true peritonitis. I do not 
doubt that in many cases diagnosed as mild 
attacks of peritonitis, the inflammatory pro- 
cess does not go on the formation of adhe- 
sions. 

PROLAPSE OF. OVARY. BY DR. MASSEY. 

In the absence of the regular speak- 
ers this evening, I wish to report a 
case illustrative of the treatment of 
painful prolapsed ovaries in young 
girls. The previous history of the 
case will also suggest a possible way 
in which virginal ovaries can become 
prolapsed and painful without trau- 
matism. 

The patient is a young lady of a 
sensitive, literary family, with an in- 
trospective bent. She menstruated 
early, and, like many young girls, had 
painful periods. She was ill devel- 
oped physically, and the periods were 
also irregular. 

With the ultra-mechanical ideas of 
the present, her physician sent her 
to a surgeon for treatment. This sur- 
geon is said to have diagnosed en- 
dometritis and uterine prolapse to a 
moderate degree, and he inserted a 
pessary. Therein, I am sure, lies the 
cause of the subsequent tenderness 
and prolapse of the ovary. 

It is often £aid that pessaries are 
all right if inserted properly and 
adapted to the particular require- 
ments of the case by a skilled phy 
sician, but it cannot be alleged that 
this surgeon lacked the mechanical 
skill or the clinical experience to do 
so in the case, as he is universally re- 
garded as on the topmost round of 
his profession in this country, if not 
in the world. 

She was sent home, some distance 
from the office of the surgeon, but the 



pain was no better. Before the pes- 
sary had been worn long it was re- 
moved by the attending physician, 
but not before there was great aggra- 
vation of the pre-existent condition, 
which I now suppose was one of the 
minor endometrial catarrhs so com- 
mon in these patients. The case 
went from bad to worse, and there 
were numerous consultations with 
physicians and surgeons, and removal 
of the ovaries and tubes was advised 
by several. 

When seen by me, three years after 
the inception of the trouble, she was 
21 years of age. The uterus was in 
a condition of catarrhal inflammation, 
enlarged and tender. The ovaries, 
particularly the left, were prolapsed 
and very tender, although not en- 
larged. The position and the pain- 
ful condition of the ovary was, I con- 
ceive, the condition which led so 
many surgeons to advise the unsex- 
ing of this young lady, and according 
to accepted teachings this advice was 
warranted. I, however, looked upon 
the case as primarily one of uterine 
disease, having had added to it the 
ovarian trouble and the general neu- 
rasthenia from which she sufifered. 

In brief, this patient was placed on 
electrical treatment and rest for her 
neurasthenia, and she was subjected 
to vaginal treatment by the galvanic 
current with a covered positive elec- 
trode. This resulted in great ameli- 
oration of the tenderness of the left 
ovary. 

Up to this time, a period of some 
weeks, the uterus had not been ex- 
plored, but owing to the copious 
catarrhal discharge I thought it well 
to pass a flexible aseptic sound, which 
mav be done with less danger of in- 
jury than the rigid instrument. The 
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uterus was found to be over three 
inches in depth, showing a greater 
source of trouble than the ovarian 
displacement. She was then put 
on the direct treatment for endo- 
metrial inflammation, intra-uterine 
galvanic and faradic currents, care 
being taken not to bruise the sensi- 
tive conditions outside of the uterus 
by any undue movements. From the 
first intra-uterine treatment improve- 
ment was noted, the continuous pain 
in the left ovarian region being re- 
lieved somewhat. The following 
period was much easier, and she went 
on to a rapid recovery after a duration 
of treatment of two or three months. 
She was discharged cured from my 
Sanatorium five months ago, and re- 
cent advices state that she is entirely 
well, natural in her periods and gain- 
ing flesh. 

It may be asked, " What became of 
the ovary that was destined to be re- 
moved.^" The ovary still remains 
somewhat lower than the other, but 
freely floating; and I conceive that 
the slight deviation of position of that 
ovary will not cause any niore trouble 
than a like freedom of movement of 
any of the internal organs. 

discussion. 

Dr. George E. Shoemaker : 

It is hardly fair for electricians to take a 
case of this character and exploit it as a tri- 
umph over several eminent physicians and 
surgeons who wanted to remove the ovary, 
unless they are sure that the physicians or 
surgeons gave that advice. I doubt very 
much whether the patient's unsupported 
statements in a case of this kind should be 
accepted as representing what was really told 
her, and I doubt very much whether a girl 
giving such a history could go to several 
eminent physicians and surgeons in this city 
and be told by " nearly all " that the ovary 
should be removed, and yet she be capable 



of cure by such slight treatment. There i$ 
too much of prejudiced use of hearsay cn- 
dence. It may be remarked, also, that m- 
creased length of the uterus need not rcmaa 
simply "suspected '* for several weeks uma 
the sound can be introduced. Bimanual a- 
amination will detect it readily witbod 
danger. 

Dr. Charles P. Noble : 

I am astonished when I read statements 
similar to those made to-night that there arc 
surgeons in every town who will take oitt 
ovaries without due cause, and that physi- 
cians are constantly consulted by patients 
who have been advised to have the ovaries 
out when there is nothing the matter widi 
them. I have a fair opportunity of seeing 
sick women, and I have never had a woman 
consult me who had been advised to have the 
ovaries removed and found that there was 
nothing the matter. 1 am perfectly aston- 
ished when I read so frequently in medical 
journals that this thing is so constantly hap- 
pening. As it has not happened in my ex- 
perience, to me it throws g^eat doubt upon 
the number of these cases and the great 
number of surgeons advising operation with- 
out any cause. 1 think that when such im- 
putations are cast upon surgery those who 
make them should put themselves in a posi- 
tion to demonstrate that such things are true, 
not take the statements third or fourth hand, 
but be able to prove of their own knowledge 
that such advice hag been given. We know 
how prone nervous people, and especially 
dissatisfied patients, are to mistake advice 
that has been given, and because a nervous 
girl states that the surgeon said that the 
ovaries should be removed, it does not prove 
that he said so. He might have said to her 
that if she did not get better — if all other 
means failed to give relief -that the removal 
of the ovaries would be justifiable. And 
such a statement is easily twisted by a cUs- 
satisfied patient, under the cross-questioning 
of a prejudiced physician, into a wholesale 
advocacy of the removal of ovaries without 
sufficient cause. 

Dr. J. Price: 

You, Mr. President, have had a large ex- 
perience in obstetrics, and have frequently 
attended women who have been told that 
they would die in their next confinement. 
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^ ^esterday I delivered a womati at the Preston 
'• <etreat who said that her previous physician 
" lad told her that if she ever became pregnant 
Ag^ain she would die. It has not been my ex- 
iperience to meet this wandering class of 
rounders, giving a history of this nature that 
they have been recommended to have the 
ovaries removed by workers in my line. I 
commonly find patients coming from a recog- 
nized operator, stating that the doctor has 
recommended removal of the ovaries, and it 
is only necessary to ask her a few questions 
to be able to tell her that probably the doctor 
is right, and in ninety-nine cases out of one 
hundred the examination shows that the phy- 
sician was right 

Dr. Massey makes one good point — ^that is, 
in regard to pessaries. Pessaries are used 
much like opium> without the recognition of 
a clear indication. Gynaecologists know that 
it is important to correct displacements before 
using the pessary. The pessary is not to 
correct the displacement, but to prevent its 
recurrence. 



Dr. G. Betton Massey : 

Proof of the truth of my statement is asked 
for. I would say that none of these surgeons 
were Philadelphia surgeons ; they were New 
York surgeons. I had most of the state- 
ments as to the previous history from her 
physician, Dr. John Chambers, of Kingston, 
N. Y. As to the visits to the surgeons and 
their opinion, the patient and her sister are 
my main authorities. It could hardly be said 
that this case was a rounder, for the rounds 
were not gone until the advice concerning 
operation was given. I wish also to say, in 
justice to the previous attendants, that the 
case had been treated after conservative 
methods — non-electrical — before she came to 
me, in a well-known special hospital of New 
York city. At the termination of her stay 
there, the advice to have the operation per- 
formed was given. 

Elliston J. Morris, M.D., 
Secreiafy. 
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